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UPDATE ON THE U.S. PUBLIC HEALTH 
RESPONSE TO THE EBOLA OUTBREAK 


TUESDAY, NOVEMBER 18, 2014 

House of Representatives, 

Subcommittee on Oversight and Investigations, 

Committee on Energy and Commerce, 

Washington, DC. 

The subcommittee met, pursuant to call, at 1:38 p.m., in room 
2123 of the Rayburn House Office Building, Hon. Tim Murphy 
(chairman of the subcommittee) presiding. 

Members present: Representatives Murphy, Burgess, Blackburn, 
Scalise, Harper, Olson, Gardner, Griffith, Johnson, Long, Ellmers, 
Terry, Barton, DeGette, Braley, Lujan, Castor, Tonko, Yarmuth, 
Green, and Waxman (ex officio). 

Staff present: Sean Bonyun, Communications Director; Leighton 
Brown, Press Assistant; Noelle Clemente, Press Secretary; Brenda 
Destro, Professional Staff Member, Health; Brad Grantz, Policy Co- 
ordinator, Oversight and Investigations; Brittany Havens, Legisla- 
tive Clerk; Sean Hayes, Deputy Chief Counsel, Oversight and In- 
vestigations; Charles Ingebretson, Chief Counsel, Oversight and In- 
vestigations; Carly McWilliams, Professional Staff Member, Health; 
Emily Newman, Counsel, Oversight and Investigations; Alan 
Slobodin, Deputy Chief Counsel, Oversight and Investigations; Tom 
Wilbur, Digital Media Advisor; Peter Bodner, Democratic Counsel; 
Brian Cohen, Democratic Staff Director, Oversight and Investiga- 
tions, and Senior Policy Advisor; Lisa Goldman, Democratic Coun- 
sel; Amy Hall, Democratic Senior Professional Staff Member; Eliza- 
beth Letter, Democratic Professional Staff Member; and Nick Rich- 
ter, Democratic Staff Assistant. 

Mr. Murphy. Good morning. Today we convene our hearing on 
the Update on the U.S. Public Health Response to the Ebola Out- 
break, from the Subcommittee on Oversight and Investigations. 

I will begin with a 5-minute opening statement. 

OPENING STATEMENT OF HON. TIM MURPHY, A REPRESENTA- 
TIVE IN CONGRESS FROM THE COMMONWEALTH OF PENN- 
SYLVANIA 

Yesterday, Dr. Erieden, you shared with me a well-known 
quotation worth repeating: “Life can only be understood backward, 
but it must be lived forward.” Today, we will review the lessons 
learned so far from the Ebola epidemic in West Africa and the plan 
to move forward as the administration asks taxpayers for $6.2 bil- 
lion in new spending to fight this deadly outbreak. 

( 1 ) 
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So I want to see a plan that is simple and direct. Number one, 
prevent Americans from contracting Ebola; two, treat those who 
contract Ebola effectively; and three, stop the spread of Ebola at its 
source in West Africa. On the side of Ebola, however, its goal is to 
spread, kill, mutate, and repeat. There is no cure or vaccine so we 
have to work together to break the chain. 

The steps we must take begin with erecting a strong perimeter 
of defense. That is why I outlined 10 recommendations at our last 
hearing which included a ban on non-essential commercial travel; 
a 21-day quarantine or isolation for those who have had hands-on 
treatment of an Ebola patient; upgrades and training for personal 
protective equipment; designating specific Ebola-ready medical cen- 
ters; accelerate development of promising vaccines, drugs, and di- 
agnostic tests; additional aircraft and vehicles capable of trans- 
porting American medical and military personnel who may have 
contracted Ebola back here for treatment; additional contact trac- 
ing and testing resources for public health agencies; and informa- 
tion for Congress regarding any resources needed. 

Some of these measures have been implemented, and others are 
still needing to occur. 

Our role here is to all work together to help define the mission 
and ensure the policies put forth are straightforward and flexible 
to accommodate the ever-changing nature of this Ebola outbreak. 
Like Occam’s Razor, the best solution is the simplest one with the 
fewest assumptions. 

As we have seen, missteps are caused by ignorance and arro- 
gance. They are corrected by knowledge, humility, and honesty. Let 
us consider some of the false assumptions the Eederal Govern- 
ment’s response has been based upon. Any hospital could treat an 
Ebola patient. A negative Ebola test result means a patient doesn’t 
have Ebola, but just this week, a physician from Sierra Leone died 
after being flown to Nebraska for emergency treatment after initial 
tests showed a negative result for the virus. His colleagues are now 
in quarantine, causing even greater anxiety in a medical profession 
that has already lost more than 500 to Ebola. Hospitals and health 
care workers would have some proper guidance on personal protec- 
tive equipment. Self-isolation and quarantine orders aren’t nec- 
essary, it was said. CDC guidelines do not require a three week 
self-isolation period for healthcare professionals who have been 
treating Ebola patients in West Africa. It was said that these vol- 
unteers can return to work immediately. But the hospitals I talked 
to did not agree. I asked an ER doctor from my district about 
whether any of his colleagues volunteering in West Africa could 
come back to work immediately. He had a simple response, and 
quoting him, he said, “They should stay away.” 

The administration continues to oppose travel restrictions and 
quarantines, yet respected institutions have such policies to ensure 
public health is protected. The Department of Defense has a quar- 
antine policy as well as many local hospitals and medical institu- 
tions throughout the U.S. It is impossible for the American people 
to understand why the Government would have one standard for 
the military and yet another standard for people who may have 
been in the same, or possibly more perilous circumstances. 
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Consider the cost of the administration’s position. Senator Schu- 
mer has asked the Federal Government to reimburse New York 
$20 million for the costs associated with the 500 healthcare work- 
ers it took to prevent an outbreak in New York City because of the 
case of Dr. Craig Spencer. Now, the taxpayers have every right to 
ask: Wouldn’t it have been more cost effective for the administra- 
tion to instead require all returning healthcare workers to adhere 
to a 21-day isolation policy? 

We all need honesty and humility today. The American public is 
fine with a doctor who says, “This is our plan based on what we 
know today, but as the facts change — as they most assuredly will — 
then we have to change our approaches.” A patient and the public 
expect that. 

Now, Anthony Fauci of the NIH has said we should not look at 
the what ifs. I categorically disagree. That is exactly what we need 
to do, what Congress needs to do, and everybody involved with this 
needs to do. What if the outbreak migrates to other countries? 
What if the outbreak extends to other continents? And if we get 
new information that says a change in policy is needed, tell us 
what you have learned and why a change is required. 

As one example, we have set up screening protocols at five dif- 
ferent airports to accept passengers from West Africa. Is this com- 
plex approach the easiest and safest way to deal with an Ebola 
threat? Are we hoping that we will be lucky enough to catch each 
potential carrier? Can we track the hundreds or perhaps thousands 
who might otherwise have been exposed if we have 5 U.S. arrival 
points, countless potential destinations, and numerous connections 
through Europe? With a disease that has no margin of error like 
Ebola, I would rather be good than lucky. 

We need to consider whether there should be a simpler approach 
of one arrival point that would allow us to easily track those re- 
turning aid workers and Government professionals coming from 
West Africa. The administration must also review whether Govern- 
ment charter flights are needed to help get aid workers to West Af- 
rica since many commercial airlines have ceased traveling there, 
and they also have concerns about shipping supplies to Africa. 

I would like to ask the administration’s Ebola czar, Ron Klain, 
about this issue, but when we asked for him to appear before our 
subcommittee, we were told that he “wasn’t ready.” Another con- 
gressional committee made a similar request, and I understand 
they were told that the White House Ebola response coordinator 
had “no operational responsibility.” But for very few press inter- 
views, this individual seems to be missing-in-action. No wonder the 
American people have concerns with the administration’s response 
planning. We want to clear that up today, and we have good panels 
to do that. 

The public is given plans that keep changing from agencies that 
sometimes feel paralyzed, led by a czar who isn’t ready against a 
disease that is killing more every day. Well, we stand ready to 
work with the administration to keep the American people safe 
from the Ebola outbreak. I welcome all the witnesses and look for- 
ward to learning more about the latest public health actions on 
Ebola, and more details about the emergency funding request. 

[The prepared statement of Mr. Murphy follows:] 
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Prepared statement of Hon. Tim Murphy 

Yesterday, Dr. Frieden you shared with me a well-known quotation — ‘Life can 
only be understoodbackward, but it must be lived forward.’ 

Today, we will review the lessons learned so far from the Ebola epidemic in West 
Africa and the plan moving forward as the administration asks taxpayers for $6.2 
billion in new spending to fight the outbreak. I want to see a plan that is simple 
and direct: 

1. Prevent Americans from contracting Ebola 

2. Treat those who contract Ebola effectively 

3. Stop the spread of Ebola at its source in West Africa. 

On the side of the Ebola virus is to spread, kill, mutate, and repeat. There is no 
cure or vaccine so we must break the chain. 

The steps we must take begin with erecting a strong perimeter of defense. That’s 
why I outlined ten recommendations, which included: 

• A ban on non-essential commercial travel; 

• A 21-day quarantine or isolation for those who have treated an Ebola patient 

• Up^ades and training for personal protective equipment 

• Designating specific Ebola-ready medical centers 

• Accelerate development of promising vaccines, drugs, and diagnostic tests; 

• Additional airplanes and vehicles capable of transporting American medical and 
military personnel who may have contracted Ebola back here for treatment; 

• Additional contact tracing and testing resources for public health agencies; 

• Information for Congress regarding any resources needed. 

Some of these measures have been implemented. Others still need to occur. 

Our role here is to help define the mission and ensure the policies put forth are 
straightforward and flexible to accommodate the ever-changing nature of this Ebola 
outbreak. Like Occam’s Razor, the best solution is the simplest one with the fewest 
assumptions. 

As we’ve seen, missteps are caused by ignorance and arrogance. They are cor- 
rected by knowledge, humility, and honesty. 

Consider some of the false assumptions the Federal Government’s response has 
been based upon: 

• Any hospital could treat an Ebola patient. 

• A negative Ebola test result means a patient doesn’t have Ebola. Just this week, 
a physician from Sierra Leone died after being flown to Nebraska for emergency 
treatment after an initial test showed a negative result for the virus. His colleagues 
are now in quarantine, causing even greater anxiety in a medical profession that 
has already lost more than 500 to Ebola. 

• Hospitals and health care workers were had proper guidance on personal protec- 
tive equipment. 

• Self-isolation and quarantine orders aren’t necessary. CDC guidelines do not re- 
quire a three week self-isolation period for healthcare professionals who’ve been 
treating Ebola patients in West Africa. These volunteers can return to work imme- 
diately. 

But the hospitals I talk to don’t all agree. I asked an ER doctor from my district 
about whether any of his colleagues volunteering in West Africa could come back 
to work immediately. He had a simple response. They, quote “should stay away.” 

The administration continues to oppose travel restrictions and quarantines, yet 
respected institutions have such policies to ensure public health is protected. 

The Department of Defense has a quarantine policy as well as many local hos- 
pitals and medical institutions throughout the U.S. It’s impossible for the American 
people to understand why the Government would have one standard for the military 
and yet another standard for people who may have been in the same — or possibly 
more perilous — circumstances. 

Consider the cost of the administration’s position. Senator Schumer has asked the 
Federal Government to reimburse New York $20 million for the costs associated 
with the 500 healthcare workers it took to prevent an outbreak in New York City 
because of the case of Dr. Craig Spencer. 

The taxpayers have every right to ask: Wouldn’t it have been more cost effective 
for the administration to instead require all returning healthcare workers adhere 
to a 21-day isolation policy? 

We need honesty and humility today. The American public is fine with a doctor 
who says, “This is our plan based on what we know today.” But as the facts change, 
and they most assuredly will, then we must change our approach. A patient and 
the public expect that. 

Anthony Fauci of the NIH has said we should not look at the “What ifs.” 

I categorically disagree. That is exactly what we need to do. 
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What if the outbreak migrates to other countries? What if the outbreak extends 
to other continents? 

If we get new information that says a change in policy is needed, tell us what 
you have learned and why a changed is required. 

As one example, we have set up screening protocols at five different airports to 
accept passengers from West Africa. Is this complex approach the easiest and safest 
way to deal with an Ebola threat? Are we hoping that we will be lucky enough to 
catch each potential carrier? Can we track the hundreds of thousands who might 
otherwise be exposed if we have five US arrival points, countless potential destina- 
tions, and numerous connections through Europe? 

With a disease that has no margin of error like Ebola, I’d rather be good than 
lucky. 

We need to consider whether there should be a simpler approach of one arrival 
point that would allow us to easily track those returning aid workers and profes- 
sionals coming from West Africa. 

The administration must also review whether Government charter flights are 
needed to help get aid workers to West Africa since must commercial airlines have 
ceased traveling there. 

I’d like to ask the administration’s Ebola czar, Ron Klain, about this issue. But 
when we asked for him to appear before our subcommittee, we were told that he 
“wasn’t ready.” When another Congressional committee made a similar request, I 
understand they were told that the White House Ebola response coordinator had “no 
operational responsibility.” But for a very few press interviews, this individual 
seems to be missing-in-action. No wonder the American people have concerns with 
the administration’s response planning. 

The public is given plans that keep changing from agencies that are paralyzed — 
led by a czar who isn’t ready against a disease that is killing more every day. 

We stand ready to work with the administration to keep the American people safe 
from the Ebola outbreak. I welcome all the witnesses and look forward to learning 
more about the latest public health actions on Ebola and more details about the 
emergency funding request. 

Mr. Murphy. I now turn toward Ms. Castor for 5 minutes for an 
opening statement. 

OPENING STATEMENT OF HON. KATHY CASTOR, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF FLORIDA 

Ms. Castor. Chairman Murphy, thank you very much for hold- 
ing today’s hearing, the second that we have had on the Ebola out- 
break. And at our hearing last month, Americans were rightfully 
concerned about the news they were hearing. It was just weeks 
after Thomas Duncan arrived at Texas Presbyterian with Ebola, 
and just days after two nurses who had treated him had become 
infected. In response to these cases, the CDC updated their proto- 
cols for treatment of Ebola patients, and issued travel guidelines 
for those who had treated or been exposed to Ebola. 

Our hearing back then was held just 3 weeks before the election, 
and it seemed that much of the discussion of quarantines and trav- 
el bans reflected political concerns, instead of the advice of public 
health experts. But today, when we look at where things stand 
with regard to domestic preparedness, we are in a much better 
place. No cases of Ebola have been transmitted to any member of 
the general public in the United States. With new procedures in 
place, and with the exception of Dr. Craig Spencer in New York, 
no individual has knowingly entered the U.S. while infected with 
Ebola. Airport screening and new CDC monitoring guidelines im- 
plemented by State and local public health departments are in 
place, and we have successfully treated 8 Ebola patients that have 
entered U.S. hospitals. 
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I want to give credit to these hospitals and healthcare profes- 
sionals that have treated these patients. The professionals at 
Emory University, the NIH, the University of Nebraska Medical 
Center, Bellevue, and Texas Presbyterian. Their readiness has 
made a huge difference. And I want to welcome Dr. Gold from the 
University of Nebraska and thank him for sharing his expertise 
today. 

Unfortunately, the news from West Africa is not as good. While 
case counts in Liberia have slowed, there continue to be rapid in- 
creases in the number of Ebola cases in Sierra Leone and Guinea, 
and officials are now concerned about the appearance of Ebola in 
Mali. And that, Mr. Chairman, is why we need to continue to focus 
on the U.S. response in West Africa. It is a credit to our country 
that we are leading the effort to end the epidemic in West Africa, 
and the early results from Liberia indicate that our efforts and the 
efforts of our partner countries can make a real difference, but 
there is still much work to do. 

I want to acknowledge all of the medical professionals who are 
doing that work, and in particular, say a few words about Dr. Mar- 
tin Salia. We learned yesterday that Dr. Salia, who had been flown 
to Nebraska for treatment after developing Ebola while working in 
Sierra Leone, died from the disease. We send our condolences to his 
family, and acknowledge his bravery and selflessness in helping 
fight this disease. 

West Africa is balanced on the edge, and if our efforts and the 
efforts of the World Health Organization are not successful, mil- 
lions of people in these countries facing a looming humanitarian 
crisis will continue to suffer. And I am glad that Mr. Isaacs from 
Samaritan’s Purse is here to give the perspective of the inter- 
national aid community on the West African outbreak. 

Mr. Isaacs, your group and other groups like yours are doing dif- 
ficult but critical work, and you deserve support. We are now in a 
much better position to addresses cases of Ebola that appear in the 
United States than we were a few months ago. And I appreciate 
Dr. Frieden, Dr. Lushniak, Dr. Lurie, Dr. Lakey for joining us 
today to share lessons learned, and tell us how we can continue to 
improve and move forward. And I am also looking forward to the 
perspective of our witnesses on the administration’s supplemental 
Ebola budget request. It is critical that Congress support this ap- 
propriations request. It would support domestic preparedness, help 
fortify 50 Ebola treatment centers nationwide, it would support the 
development of treatments and vaccines for Ebola, and it would 
support USAID and the U.S. Military in their critical efforts to 
eliminate Ebola in West Africa. 

Mr. Chairman, I suspect that in the year to come, we will have 
our share of discussions over the budget, but I know we all support 
the goals of the President’s Ebola Outbreak Plan to combat it, and 
I hope we can move quickly to provide the requested appropria- 
tions. 

Thank you, and I yield back. 

Mr. Murphy. The gentlelady yields back. 

Now recognize the vice chair of the full committee, Mrs. 
Blackburn, for 5 minutes. 
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OPENING STATEMENT OF HON. MARSHA BLACKBURN, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF TEN- 
NESSEE 

Mrs. Blackburn. Thank you, Mr. Chairman. I appreciate the 
hearing, and I want to say welcome to all of our witnesses. We ap- 
preciate your time. 

I think we have to realize, with the nearly 15,000 cases and over 
5,000 deaths, that this Ehola epidemic is the worst since the dis- 
covery of the virus in ’76. And you need to look at what the prece- 
dent is there: 2,400 known cases of Ebola prior to this outbreak. 
So we know that this is something that is going to be difficult and 
take some time to deal with, and we appreciate your efforts on that 
part. 

And there is a little bit of good news coming out of Liberia. There 
is also kind of a mixed bag of news that is coming out of the region, 
and it all leads us to look at the magnitude of the situation in front 
of us, as well as the human-to-human transmission of the virus 
which has drawn attention to the need to be better prepared to 
keep Americans safe, and that is our goal. You know, most Ameri- 
cans believe it is the job of ASPR and the job the CDC to keep 
Americans safe from infectious disease, and that all efforts need to 
be on the table when it comes to keeping Americans safe. Don’t 
take anything off the table. 

The chairman mentioned some of those suggestions that were 
made at the last hearing. Indeed, yesterday I was at Fort Campbell 
with some of my troops who are over there now trying to build the 
hospitals, and are training their medical personnel. And I think it 
is of concern to us that the administration has been opposed to 
travel bans and to quarantines; items that we think might work. 
Even the Institute of Medicine recently held a workshop where re- 
searchers raised a number of questions about the characteristics of 
the Ebola virus. They concluded, and I am quoting, “many of the 
current risk quarantine policies and public health mitigation meas- 
ures could be better informed and more effective if the means and 
potential routes for transmission were more thoroughly character- 
ized. Until we know more about the nature of the deadly virus, it 
seems prudent to keep all commonsense measures on the table.” 

And with that, I yield to Dr. Burgess. 

OPENING STATEMENT OF HON. MICHAEL C. BURGESS, A 
REPRESENTATIVE IN CONGRESS FROM THE STATE OF TEXAS 

Mr. Burgess. I thank the gentlelady for yielding. I thank our 
witnesses for being here today. Dr. Lakey, good to see you again. 

This epidemic will surely go down in history as one of the most 
serious public health — from a global perspective, one of the most 
serious public health crises of the last 100 years. 

At our last hearing, we had a great deal to discuss, and certainly 
many of the brave pronouncements from the middle of September 
were found to be non-operational by the middle of October, and 
there were failures in dealing with this crisis. Certainly, commu- 
nication was lacking. Systems and protocols broke down, and provi- 
sions that we all thought were readily at hand were never in place 
to begin with. I hope we know better than to let this happen again. 
This summer’s emergency, to me, emphasized one thing, and that 
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is have a lot of humility when you are dealing with this virus be- 
cause it is difficult to predict. 

As a physician, one of my biggest concerns since July has been 
the safety and the protection of healthcare workers. I want to 
thank the CDC for always being responsive to my telephone calls 
over the last several months, and the various conference calls that 
we had over the summer were helpful. And I have to tell you some- 
thing, until you have this damn thing in your backyard, it is just 
hard to estimate how it is going to affect daily life on so many lev- 
els. Sure, we had a hospital that was hurt by the crisis. We are 
probably lucky we didn’t have more than one that was hurt. Trash 
collection, sewer treatment, school districts, every one down the 
line was affected by having this virus in our area. 

So we do have to take great care and closely follow the epidemic 
in Western Africa. It is important that that be brought under con- 
trol. I also have to tell you I am grateful for the services of the hos- 
pitals that have handled the known Ebola patients, but I am much 
more worried about that unknown patient who could walk through 
an emergency room door at 3 o’clock tomorrow morning, unknown 
to anyone, unannounced, and provide the same set of cir- 
cumstances that we have already been through. I am not sure we 
have learned entirely the lessons. 

Thank you, Mr. Chairman. I will yield back. 

[The prepared statement of Mr. Burgess follows:] 

Prepared statement oe Hon. Michael C. Burgess 

This Ebola epidemic will surely go down in history as one of the most serious pub- 
lic health crises of the last several hundred years. 

At our last hearing, we had a lot to discuss. Overall, we failed in our response 
to the Ebola crisis. Communication was lacking, systems of protocol broke down, 
and provisions were never in place to deal with this crisis to begin with. We know 
better than to let this happen again. This summer’s emergency only emphasized 
that we must have humility when discussing Ebola. 

As a physician, one of my biggest concerns over the last six months or so was the 
safety and protection of health workers. I could not — and still do not — understand 
why health workers on the front lines of the epidemic in Africa were so much better 
protected than the nurses and doctors who treated Ebola patients in the United 
States. It is not only vital to contain the Ebola virus wherever it may be, but we 
must also ensure we are doing all we can to protect those who are serving these 
very sick and contagious patients. Until it is in your back yard as it was in mine 
in Texas, it is hard to comprehend the depth of the issue at hand. 

I commend Dr. Frieden, the CDC and the other members of the panel for making 
yourselves available to the Congress so we may discuss policies that better protect 
the American public from infectious diseases like Ebola. I thank all of our witnesses 
for being here today. 

It is my hope that we continue to make progress in this fight. Today’s hearing 
is another good start. We must examine the response plan, protocol, U.S. guidelines, 
travel restriction policies, budget for dealing with this crisis and protective gear and 
proper precautions for health workers. But finally, we must also take great care to 
closely follow the epidemic in West Africa, as it is only a matter of time before an- 
other patient walks through the doors of an unsuspecting U.S. hospital. 

When — not if — that happens, we must be prepared. 

I yield back. 

Mr. Murphy. Gentleman yields back. 

I now recognize the ranking member of the full committee, Mr. 
Waxman, for 5 minutes. 



9 


OPENING STATEMENT OF HON. H ENRY A. WAXMAN, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF CALI- 
FORNIA 

Mr. Waxman. Thank you, Mr. Chairman. I am pleased you are 
holding this hearing. This is a very important topic, and it is ap- 
propriate for Congress to learn about it because the American peo- 
ple want to know what is happening and want some answers. But 
I picked up a couple of comments from the other side about having 
humility, learning from what has happened, and hope we know 
better because of what we have learned. When we last had a hear- 
ing in October, there was a pronounced disconnect between what 
the public health experts were telling the committee, and the rhet- 
oric of some of the committee members. Some members called for 
quarantines and travel bans that experts had determined would be 
harmful. Some claim that the administration’s protocols for screen- 
ing and tracking travelers wouldn’t work. Some even insinuated 
that immigrants with Ebola would soon be crossing the southern 
border, or that Ebola had mutated and become transmissible by 
air. This is hysterical. Rhetoric certainly induces a great deal of 
fear. 

But, Mr. Chairman, none of these things were true. After two 
cases were transmitted in Texas, the Centers for Disease Control 
acted quickly and decisively to acknowledge the gaps and revise 
protocols. It has learned from its experiences. It has now been 33 
days since our last Ebola hearing, and since then, not one case of 
Ebola has been transmitted in the United States. Only one traveler 
since then. Dr. Craig Spencer, has unknowingly brought a case of 
Ebola into the country, and it appears that our healthcare system 
responded effectively. Dr. Spencer knew how to immediately report 
his symptoms, was quickly isolated, and safely transported to a 
hospital equipped to treat a patient with Ebola, and his close con- 
tacts were monitored. 

The health experts told us that our public health measures could 
protect the public from Ebola, and it turns out, Mr. Chairman, they 
were right. 

So it is good that we have a chance today to show some humility 
and acknowledge that the fears that were expressed openly at our 
last hearing were not justified. As I said in that first hearing, we 
should have a sense of urgency about the epidemic in Africa. There 
is a lot of work to be done to stop the ongoing humanitarian crisis 
there, and we should view the appearance of Ebola cases in the 
United States as a wakeup call about the need for us to invest in 
public health preparedness at the Federal, State, and local levels. 

President Obama is trying to address these challenges, and we 
should support those efforts, because if we don’t stop Ebola in Afri- 
ca, it could travel to other places, it could spread, so we have to 
control the epidemic where it is happening. 

On November 5, the President submitted a $6.2 billion emer- 
gency supplemental funding request to Congress to improve domes- 
tic and global health capacities in 3 critical areas; containment and 
treatment in West Africa; enhanced prevention, detection and re- 
sponse to Ebola entering the U.S.; and buttressing the U.S. public 
health system to respond rapidly and flexibly to all hazards in the 
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future. It is critical, Mr. Chairman, that Congress support this re- 
quest. 

There is ample precedent for an emergency public health supple- 
mental appropriation of this magnitude. In November 2005, the 
Bush administration requested $7.1 billion in emergency supple- 
mental funding to speed up the development of a vaccine, and fund 
State, local, and Federal preparedness. Ultimately, a bipartisan 
Congress provided President Bush with over $6 billion of this fund- 
ing. In 2009, Congress provided the Obama administration with 
nearly $7 billion in emergency spending authority to combat HlNl 
influenza virus. Congress did the right thing by making those in- 
vestments. They saved lives, they enhanced our preparedness, and 
the Congress should do the right thing now. 

Thank you, Mr. Chairman. Yield back the balance of my time. 

Mr. Murphy. The gentleman yields back. 

I would now like to introduce the distinguished panel for today’s 
hearing, for the first panel. 

We are joined by Dr. Thomas Frieden, the Director of the Cen- 
ters for Disease Control and Prevention; the Honorable Nicole 
Lurie, the Assistant Secretary for Preparedness and Response at 
the U.S. Department of Health and Human Services; Rear Admiral 
Boris Lushniak, the Acting United States Surgeon General, who 
also oversees the operations of the United States Public Health 
Service Commissioned Corps, comprised of approximately 6,000 
uniformed health officers. 

I will now swear in the witnesses. 

You are aware that the committee is holding an investigative 
hearing, and when doing so, has had the practice of taking testi- 
mony under oath. Do you have any objections to testifying under 
oath? All the witnesses say they do not. The Chair then advises 
you that under the rules of the House and the rules of the com- 
mittee, you are entitled to be advised by counsel. Do you desire to 
be advised by counsel during your testimony today? All the panel- 
ists waives that. In that case, if you will all please rise and raise 
your right hand, I will swear you in. 

[Witnesses sworn.] 

Mr. Murphy. Thank you. All of the panelists have answered in 
the affirmative. So you are under oath and subject to the penalties 
set forth in Title XVIII, section 1001 of the United States Code. 
You may now each give a 5-minute summary of your written state- 
ment. We will start with you. Dr. Frieden. 

STATEMENTS OF THOMAS R. FRIEDEN, DIRECTOR, CENTERS 

FOR DISEASE CONTROL AND PREVENTION; NICOLE LURIE, 

ASSISTANT SECRETARY FOR PREPAREDNESS AND RE- 
SPONSE, DEPARTMENT OF HEALTH AND HUMAN SERVICES; 

AND BORIS D. LUSHNIAK, ACTING SURGEON GENERAL OF 

THE UNITED STATES, DEPARTMENT OF HEALTH AND 

HUMAN SERVICES 

STATEMENT OF THOMAS R. FRIEDEN 

Mr. Frieden. Thank you very much. Chairman Murphy, Con- 
gresswoman Castor, Full Committee Ranking Member Waxman, 
and the other members of the committee. We appreciate the oppor- 
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tunity to come before you today and discuss what has happened in 
the past month since the last hearing. 

In the basics of Ebola, we continue to see the pattern that we 
have seen over the past 4 decades. In fact, in the more than 400 
contacts that we have traced in the U.S., we have not seen spread 
outside of that one incident in Dallas in the healthcare setting, 
among more than 2,000 travelers who have been monitored since 
arriving from West Africa. We have seen a series with fevers but 
none with Ebola. 

So nothing changes the experience that we have to date that 
Ebola spreads from someone who is sick, and it spreads through ei- 
ther unsafe caregiving in the home or healthcare facility, or in Afri- 
ca, unsafe burial practices. 

Emergency funding is absolutely critical to protect Americans. It 
is critical to stop the outbreak at the source in Africa, and to 
strengthen our protections here at home. Globally, in each of the 
three epicenter countries we have seen rapid change, and flexibility 
is absolutely key to the response. In Liberia, we have seen prom- 
ising developments in recent weeks, with some decrease in num- 
bers, but still the number of new cases each week is in the many 
hundreds, and our ability to stop it is very challenging because it 
is now present in at least 13 of the 15 counties of Liberia, and our 
staff are now responding to as many as one new cluster or out- 
break per day, compared over the past 4 decades with one cluster 
or outbreak every year or 2. It is going to require a very intensive 
effort to trace each one of those chains of transmission and stop it 
so that we can end Ebola. 

In Sierra Leone, we are still seeing areas with widespread trans- 
mission, although some of the areas that have implemented the 
strategies we recommend have seen significant decreases as well. 
Guinea, in some ways, is the most interesting or concerning or in- 
structive to look at because it shows what might happen in the fu- 
ture if we have progress in the first 2 countries. There is a chal- 
lenge to trace each outbreak, each case, to reach each community 
and end the chains of transmission. That is why the emergency 
funding request outlines a comprehensive approach that is simple, 
straightforward, and focused, and approaches things by prevention, 
detection, response, 3 main categories. In West Africa, that preven- 
tion involves quarantine and screening, involves infection control 
and hospitals and burials, it involves detection so that we find out- 
breaks promptly, and strengthen surveillance and strengthen the 
ability of healthcare facilities and public health workers there to 
stop chains of transmission, and response through core public 
health functions of contact tracing, training, infection control, pub- 
lic health education and outreach, and the use of rapid response 
teams. 

Globally, we are also seeing new threats with the cluster of cases 
in Mali. CDC has surged. We have 12 staff on the ground today 
in Mali. We were there before their first case, and they are now 
tracing more than 400 contacts, and we are helping them to do that 
and to test any who may have symptoms that could be Ebola. We 
also are aware that with the end of the rainy season, other parts 
of West Africa may experience an increase in travelers from the af- 
fected countries, and may be at increased risk. The metaphor of a 
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forest fire holds here, with the center burning still strongly, with 
a series of brushfires around the region, and with sparks that have 
the potential of igniting new sources and new challenges in the 
struggle against Ebola. 

Globally, the funding request also addresses the global health se- 
curity aspect so that we can, with an emergency focus, stop the 
kind of vulnerabilities that keep other countries vulnerable and us 
vulnerable. Most of that, about 3%4 of the CDC component of that 
request, is to strengthen the warning systems; detection, laboratory 
networks, and others. There are also funds to respond rapidly and 
to prevent wherever possible. 

For the part of the funding request that covers the U.S., we have 
made progress. We are doing that through a series of levels, but 
each of those is going to require significant investments. Stopping 
it at the source in Africa, screening all travelers when they leave 
Africa, screening travelers when they arrive to the U.S., tracing 
each traveler for 21 days after they arrive here in all of the 50 
States. The States have really stepped up and are doing an excel- 
lent job of that, with CDC support and guidance, with excellent 
participation from Customs and Border Protection, which is now 
providing electronically collected data in just a question of hours to 
the States. We are seeing most States reaching 100 percent of trav- 
elers regularly, according to the information that they are reporting 
to us. So this is a relatively new program, but it is going smoothly. 
It is, however, working on borrowed dollars, and we will need fund- 
ing from the emergency funding request to support this and other 
key measures of prevention, detection and response within the 
U.S., public health systems, hospitals, laboratory networks, active 
monitoring, and more. 

Finally, I would emphasize that intensive public health action 
can stop Ebola. In Nigeria, they were able to surge and stop a clus- 
ter from spreading. Mali is now in the balance of whether it be- 
comes the next Nigeria, having successfully contained a cluster, or 
the next Liberia or Sierra Leone, with widespread transmission. 
This is a real warning that we must not let down our guard. The 
shifts and the changes in the epidemiology in Africa are just an 
emphasis of the need for a rapid and effective response, and em- 
phasized that the only way to protect us in the U.S. is to stop it 
at the source, and to build the systems both in Africa and in the 
U.S. that will find, stop and prevent Ebola and other infectious dis- 
ease threats. 

Thank you very much. 

[The prepared statement of Mr. Frieden follows:] 
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House Energy and Commerce Committee 
Subcommittee on Oversight and Investigations 
Update on the U.S. Public Health Response to the Ebola Outbreak 
November 18, 2014 

Statement of Dr. Thomas R. Frieden, M.D., M.P.H. 

Director, Centers for Disease Control and Prevention 

Good afternoon Chairman Murphy, Ranking Member DeGette, and members of the Subcommittee. 
Thank you for the opportunity to testify before you today and for your ongoing support for the Centers 
for Disease Control and Prevention’s (CDC) work protecting Americans. 1 am Dr. Tom Frieden, 
Director of the CDC. I appreciate the opportunity to be here today to discuss the epidemic of Ebola, as 
well as the work the CDC is doing to manage this epidemic and its consequences, both here in the 
United States and overseas. My testimony will provide you with an update on the epidemic, the 
important steps we are taking to protect Americans by actions here at home and by eliminating threats 
overseas, and describe the unfinished work that needs to be addressed through the Emergency Funding 
Request for Ebola. 

Status of the Epidemic 

We have diagnosed a total of four Ebola cases in the United States, two of which were in people 
returning from West Africa and two health care workers infected here. In addition to these four cases, 
our health care system has successftilly treated five American patients with Ebola who were safely 
medically evacuated from West Africa. Unfortunately, earlier this week, a volunteer physician was 
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medically evacuated from Sierra Leone and died in the United States. Since August, we have evaluated 
and ruled out Ebola in scores of other cases in the United States. 

The 2 1 -day monitoring period has passed for all of the community contacts and health care workers who 
had been identified by public health workers as having had potential contact with the Ebola patients in 
Texas and Ohio. We continue to monitor numerous low- but not zero-risk hospital staff who treated Dr. 
Craig Spencer in New York City. 

Although there are some promising signs in parts of Liberia, the epidemic continues to rage there and 
elsewhere in West Africa. Some of this progress could be attributable to the extensive work the United 
States Government and our partners have done to increase treatment and isolation, and safe burials. This 
week, with the assistance of the Commissioned Corps of the United States Public Health Service, we 
have opened a facility intended to treat any health care workers who become infected with Ebola, We 
hope this will facilitate additional health care workers volunteering to care for patients. We were 
encouraged that proven public health techniques allowed for the containment of the disease in Nigeria 
and Senegal. However, we do see a continued risk to other African countries, as evidenced by the 
introduction of Ebola into Mali. While there has been some progress in some parts of Liberia, there is a 
long way to go before this epidemic is contained and we are safe from the risk of it spreading. 

Protecting Americans 

From the time the situation in West Africa escalated from an outbreak to an epidemic, we have 
recognized that we will only have zero risk in the United States when we eliminate the threat in West 
Africa. We have instituted layers of protections for Americans, starting with rigorous screening of 
passengers leaving the affected countries. Here in the United States, we also have anticipated that a 
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traveler could arrive with the disease, and we prepared for this possibility by working closely with our 
state and local partners and with clinicians and health care facilities so that any imported case could be 
quickly contained. We have learned important lessons from the imported case in Dallas, which 
underscored the need to improve tracking of those exposed; adapt and strengthen our guidance; ensure 
rigorous adherence to protocols; improve readiness of American hospitals; and work closely across 
Federal, state, and local levels of government. 

The first imported case of Ebola in the United States, diagnosed on September 30 in Dallas in a traveler 
from Liberia, required CDC and the Nation’s public health system to rapidly respond with control 
measures. As far as we have seen in Africa and the United States, Ebola only spreads from people who 
are ill or who have died, or from their body fluids. The two primary means by which Ebola spreads are 
unsafe care (prior to and after health care facility admission) and unsafe burials. Cultural norms that 
contribute to the spread of the disease in Africa - such as burial customs - are not a factor in the United 
States. Ebola can be stopped with appropriate triage, rapid diagnosis, and meticulous infection-control 
practices in American hospitals. CDC applies the best science and lessons we are learning to inform our 
guidance and actions. 

We have been constantly monitoring and improving our response in the United States, and will continue 
to do so. This begins with a layered approach to increasing safety. Before the traveler leaves for the 
United States, these precautions start with intensive airport exit screening in the affected nations, 
including temperature scanning for outbound passengers. CDC staff worked to implement this exit 
screening through on-site training and ongoing direction in the affected countries. 
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CDC and U.S. Customs and Border Protection (CBP) within the Department of Homeland 
Security (DHS) also have implemented a rigorous program of entry screening for travelers at risk of 
carrying Ebola arriving in the United States. On October 1 1, entry screening began for passengers 
arriving at JFK airport and at four additional airports on October 16. The four additional U.S. airports 
are Newark, Washington-Dulles, Chicago-O’Hare, and Atlanta-Hartsfield International. On October 21, 
2014, DHS announced that all travelers coming to the United States by air from Ebola affected countries 
will be required to enter the United States at one of the five airports where enhanced screening measures 
are implemented. Also, CDC and DHS announced that, effective Monday, November 17, entry 
screening would begin for travelers from Mali due to the evolving nature of outbreaks there. Screening 
includes an assessment for risk exposure and early signs of infection, and triage of passengers with 
clinical symptoms. With this assessment, appropriate public health actions can be determined and 
implemented, including movement restrictions when warranted. 

On October 27, CDC updated its interim guidance for monitoring people potentially exposed to Ebola 
and for evaluating their intended travel, including the application of movement restrictions when 
indicated, and, consistent with this guidance, partnered with all 50 states to begin a program of active 
monitoring for 21 days for any individual arriving from West Africa. This monitoring program begins 
at the airport — where CBP and CDC obtain detailed contact information and provide passengers with 
detailed information on monitoring along with thermometers, health information, a log for temperature 
and symptoms, contact information for state health departments, and a wallet card to refer to in case of 
illness. Travelers with fever (all of whom have tested negative for Ebola) have used this information to 
contact the 24/7 hotlines every state has established and have been transported safely, and cared for 
safely, while an Ebola diagnosis was being ruled out. State and local authorities are provided contact 
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information and a detailed risk assessment for passengers, allowing them to take steps to appropriately 
actively monitor those with potential Ebola risks. 

CDC is committed to providing immediate support to the state and local health and public health 
officials. Within hours of confirming the cases of Ebola, CDC had a team of people on the ground in 
Dallas; in New York City, CDC had a team already on the ground assessing the hospital, and sent 
additional staff even before the patient’s diagnosis was confirmed, in order to assist the capable teams 
from state health departments, local authorities, and hospital staff. We have worked side-by-side with 
state and local officials to do all we can to prevent transmission to others. CDC supported the state and 
local officials to monitor people who may have been exposed to Ebola in Texas, New York City, and 
Ohio. These individuals were tracked for 21 days for any signs of symptoms, and were quickly isolated 
if symptoms developed. And, as ofNovember 7, all contacts in both Texas and Ohio are out of the 21 
day period of monitoring for onset of illness. 

We were deeply concerned to have learned of transmission of the Ebola virus from the first, or “index” 
patient in the United States, to two health care workers in Dallas. While we may never know exactly 
how these transmissions occurred, they demonstrated the need to strengthen the procedures for 
infection-control protocols which allowed for exposure to the virus. The care of Ebola can be done 
safely, but it requires meticulous and scrupulous attention to infection control, and even a single 
inadvertent slip can result in contamination. Based on experience in Dallas as well as at NIH and Emory 
University, we updated our guidance for the use of personal protective equipment in the assessment and 
treatment of Ebola in the United States. We recommended that facilities keep the number of workers 
who care for anyone with suspected Ebola to an absolute minimum. We recommended that the 
procedures that are undertaken to support the care of an infected individual be limited solely to essential 
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procedures. We are recommending there be a full time individual who is responsible only for the 
oversight, supervision, and monitoring of effective infection control while an Ebola patient is cared for. 
We will continue to evaluate and improve infection control and preparedness as we learn more in the 
United States and elsewhere. 


We have taken additional steps to increase the preparedness of hospitals. CDC is leading teams of 
public health infection control experts to assess the readiness of hospitals. This endeavor prioritized 
geographic locations around the hospitals where increased screening was occurring at airports and 
continues in a strategic manner. By November 17, these teams had visited 41 hospitals in 12 states and 
the District of Columbia. Every hospital should have the ability to recognize the signs of a possible 
Ebola case and isolate that individual. Further, the Administration’s emergency funding request 
includes resources for the Department of Health and Human Services to strengthen infection control to 
prevent spread of Ebola and other infectious diseases in the United States. CDC is also increasing 
training for health care providers, including web based seminars on donning and doffing of PPE, and in- 
person events, such as one held at the Jacob Javits Center in New York, which was broadcast live and 
attended in-person by more than five thousand people. 


Additionally, CDC continues to build capacity in our states through the Laboratory Response 
Network (LRN), In addition to CDC’s own world class laboratories, 31 LRN labs now have capacity to 
test for Ebola, increasing access to timely diagnosis - and surge capacity in case it is needed. CDC is 
also extensively consulted to support evaluation and, when indicated, test people who may have Ebola. 
With heightened alert, we are receiving hundreds of inquiries for help ruling out Ebola in travelers - a 
sign of how seriously airlines, border agents, public health departments, and health care system workers 
are taking this situation. 
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On November 5, the Administration proposed an emergency funding request, including $1.83 billion for 
CDC, to enhance our efforts to address the situation. This request includes $62 1 million designed to 
fortify domestic public health systems. This request allows us to fully implement the urgent strategies 
outlined above, and includes support for the following activities: 

• Improve Ebola readiness within State and local public health departments and laboratories. 

• Support state health departments to improve and accelerate infection-control implementation 
throughout U.S. hospitals. 

• Procure personal protective equipment (PPE) for the Strategic National Stockpile. 

• Increase support for monitoring of travelers at U.S. airports and in states and communities. 

Eliminating Ebola in West Africa 

CDC’s top priority is to protect Americans from threats. In the case of Ebola, this means not only 
working here at home, but eliminating the risk to Americans by stopping this epidemic at its source in 
Africa. 

The current epidemic in Guinea, Liberia, and Sierra Leone is the first time an outbreak has been 
recognized in West Africa, the first-ever Ebola epidemic, and the biggest and most complex Ebola 
challenge the world has ever faced. We have seen cases imported into Nigeria, Senegal, and Mali from 
the initially-affected areas and we have also seen in Nigeria and Senegal that proven practices such as 
contact tracing, monitoring, and isolation and care can prevent a small number of cases from growing 
into a larger outbreak. We are working intensively in Mali to apply these control measures. 
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The earliest recorded cases in the current epidemic were reported in March of this year in West Africa. 
Following an initial response that seemed to slow the early outbreak for a time, cases flared again due to 
weak health care and public health systems. As of earlier this week, the epidemic has reached 14,484 
reported cases, including 5,524 documented deaths, though we believe these numbers are substantially 
below actual disease rates. 

The health systems in the affected countries in West Africa were weak prior to the Ebola outbreak, and 

do not reach into rural areas effectively. Health care workers are often too few in number and not 

reliably present at facilities, and those facilities have limited capacity. Poor infection control in routine 

health care throughout West Africa, along with traditions such as public funerals and preparing bodies of 

the deceased for burial, make efforts to contain the illness more difficult. Furthermore, the porous land 

borders among these three countries and their neighbors in West Africa as well as remoteness of many 

villages have greatly complicated control efforts. The epidemic has further weakened these fragile 

health care systems - many of which are now essentially shuttered - and as a result local populations 

have lost access to treatment for other major health threats, such as malaria, diarrheal disease, and 

assistance with birth and delivery. The secondary effects of this outbreak also transcend the medical 

realm, as the economies of the affected countries have taken major blows that could impact their growth 

and development for years to come and greatly complicated the epidemic response. To stop an Ebola 

outbreak, we find active cases, respond appropriately, and prevent future cases. The use of diagnostics 

is important to identity new cases. Once active cases have been identified, we must support safe and 

effective patient care in treatment centers, prevent further transmission through proper infection control 

practices, and protect healthcare workers. Epidemiologists must identify contacts of infected patients 

and follow up with them every day for 21 days, initiating testing and isolation if symptoms emerge. 

And, we must intensify our use of health communication to disseminate messages about effective 

prevention and risk reduction. These messages include recommendations to report suspected cases, to 
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avoid close contact with sick people or the deceased, and to promote safe burial practices. In Africa, 
another message is to avoid unsafe handling of bush meat and contact with bats, since “spillover 
events,” or transmission from animals to people, in Africa have been documented for other viruses 
similar to Ebola through these sources. 

We are working to strengthen the global response, which requires close collaboration with the World 
Health Organization (WHO) and additional assistance from our international partners. At CDC, we 
activated our Emergency Operations Center to respond to the initial outbreak, and are surging our 
response. As of last week, CDC has over 177 staff in West Africa, and over 1,750 staff in total have 
provided logistics, staffing, communication, analytics, management, and other support functions. CDC 
will continue to work with our partners across the United States Government and elsewhere to focus on 
key strategies of response: effective incident management, isolation and treatment facilities, safe burial 
practices, infection control throughout the health care system, and communications. 

The public health response to Ebola rests on the same proven public health approaches that we employ 
for other outbreaks, and many of our experts are working in the affected countries to rapidly apply these 
approaches and build local capacity. These include strong surveillance and epidemiology, using real- 
time data to improve rapid response; case-finding and tracing of the contacts of Ebola patients to 
identify those with symptoms and monitor their status; and strong laboratory networks that allow rapid 
diagnosis. 

The Administration’s proposed emergency funding request includes $603 million for CDC efforts to 
control the epidemic in the hardest hit countries in Africa by funding activities including: infection 
control, contact tracing and laboratory surveillance and training; emergency operation centers and 
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preparedness; and education and outreach, and to conduct clinical trials in affected countries to assess 
safety and efficacy of vaccine candidates. 

Reinforcing Basic Global Health Protections 

There is an urgent need to reinforce basic public health systems in countries, such as those in West 
Africa, where disease threats can quickly arise and ultimately threaten the health of Americans. The 
Emergency Funding Request will allow us to emergently address unanticipated, urgent threats to health 
and global stability, I believe that if basic lab networks that can rapidly diagnose Ebola and other 
threats, emergency operations centers that can swing info action at a moment’s notice, networks of 
trained disease detectives who can find an emerging threat and stop it quickly, and surveillance systems 
had been in place in West Africa before the current outbreak, the epidemic could have been prevented. 
Building these capabilities at the places of highest risk is key to preventing this type of event elsewhere 
and to ensuring that countries are prepared to deal with the consequences of their own outbreaks before 
they are exported to other countries. We must do more, and do it quickly, to strengthen global health 
security around the world, because we are all connected. Diseases can be unpredictable - such as HlNl 
coming from Mexico, MERS emerging from the Middle East, or Ebola in West Africa, where it had 
never been recognized before - which is why we have to be prepared globally for anything nature can 
create that could threaten our global health security. 

The Administration's proposed emergency funding request includes $606 million for CDC to strengthen 
global health security, reducing risks to Americans by addressing unanticipated threats and enabling the 
world to detect them early, respond swiftly before they become epidemics, and prevent outbreaks 
wherever possible. These efforts will provide temporary assistance to establish global health security 
capacity in vulnerable countries to prevent, detect, and rapidly respond to outbreaks before they become 
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epidemics by standing up emergency operations centers; providing equipment and training needed to 
test patients and report data in real time; providing safe and secure laboratory capacity; and developing a 
trained workforce to track and end outbreaks before they become epidemics. These activities are 
necessary to combat the spread of Ebola and reduce the potential for future outbreaks of Ebola and other 
infectious diseases that could follow a similarly devastating, costly, and destabilizing trajectory. 

Conclusion 


Stopping Ebola will take time and meticulous work. There are no short cuts. It’s like fighting a forest 
fire: leave behind one burning ember, one case undetected, and the epidemic could re-ignite. For 
example, in response to the case in Nigeria, 10 CDC staff and 40 top CDC-trained Nigerian 
epidemiologists rapidly activated, identified contacts, and worked with more than 1,000 Nigerian health 
workers to track 899 contacts for 21 days, making 19,000 home visits. Even with these resources, one 
case was missed, which resulted in a new cluster of cases in Port Harcourt, Nigeria. The health care 
workers persevered, and Nigeria is now Ebola-free - from that importation event. Public health 
strategies can stop transmission of Ebola and halt the progression of an outbreak. 

With a focused effort, and increased vigilance at home, we can stop this epidemic, protect Americans, 
and leave behind a strong system in West Africa and elsewhere to prevent Ebola and other health threats 
in the future. 

Thank you again for the opportunity to appear before you today. 1 appreciate your attention to this 
epidemic and I look forward to answering your questions. 
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Mr. Murphy. Thank you. 

Dr. Lurie, you are recognized for 5 minutes. 

STATEMENT OF NICOLE LURIE 

Ms. Lurie. All right, good afternoon. Chairman Murphy, Member 
Castor, and other members of the committee. 

I am Dr. Nicole Lurie, the Assistant Secretary for Preparedness 
and Response, or ASPR, at HHS. I appreciate the opportunity to 
talk to you today about actions that ASPR has taken to enhance 
our national preparedness and strengthen our resilience to public 
health threats. 

While it is essential that we continue to focus on controlling the 
Ebola outbreak in West Africa, we also have a critical responsi- 
bility to protect our country from this disease. Today I will high- 
light three areas in which ASPR’s work is critical to our domestic 
response. 

First, the Biomedical Advance Research and Development Au- 
thority, or BARDA. Building on its previous successes in medical 
countermeasure development, BARDA is speeding the development, 
testing, and manufacture of Ebola vaccines and treatments. Sec- 
ond, the Hospital Preparedness Program has, since the beginning 
of this outbreak, been preparing hospitals and first responders to 
recognize and treat patients with suspected Ebola. And, third, our 
Federal resources and responders, whether the National Disaster 
Medical System, the Medical Reserve Corps, other public health 
service, stand ready to support a comprehensive response should it 
be needed in the coming months. 

BARDA, in coordination with other medical countermeasure 
partners, has a great track record in expanding the medical coun- 
termeasures pipeline, and building needed infrastructure to do so. 
In addition to developing and procuring 12 products since Project 
Bioshield’s inception over a decade ago, BARDA’s Centers for Inno- 
vation in Advanced Development and Manufacturing, and its Fill 
Finish Manufacturing Network, are being used to produce, formu- 
late, and fill vaccines and treatments for Ebola. 

Complementing our success and medical countermeasure devel- 
opment, ASPR has made great strides in U.S. healthcare system 
preparedness. HPP, or Hospital Preparedness Program, invest- 
ments have fostered an increased level of preparedness throughout 
communities in this country, and decreased reliance on Federal aid 
following disasters. In the last several years, HPP awardees have 
demonstrated their ability to respond to and quickly recover from 
disasters, including tornadoes, floods, hurricanes, and fungal men- 
ingitis from contaminated steroids. 

Through HPP, ASPR is actively engaged in Ebola preparedness 
by developing and disseminating information, guidance and check- 
lists, and serving as a clearinghouse for lessons learned. Together 
with CDC, we have launched an aggressive outreach and education 
campaign that has now reached well over 360,000 people through 
webinars and and national calls, including with public health offi- 
cials, hospital executives, frontline healthcare workers and others 
across the U.S. My office, along with the CDC, continues to recruit 
hospitals willing and able to provide definitive care to patients with 
Ebola in the United States. Concurrently, we are working with per- 
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sonal protective equipment manufacturers to coordinate supply and 
distribution, and are working with HPP-funded healthcare coali- 
tions to collaboratively assess needs and share supplies across com- 
munities. 

The likelihood of a significant Ebola outbreak in the United 
States is quite small, but ASPR, HHS and our interagency partners 
are, as you know, part of a coordinated, whole-of-Government re- 
sponse, a response that extends on the one hand to West Africa, 
and on the other, through State and local Governments and to hos- 
pitals and communities throughout the United States. As is typical 
for other emergencies and disasters, ASPR is responsible for public 
health and medical services, and coordinates Federal assistance to 
supplement State, local, territorial, and tribal resources, and re- 
sponse to public health and medical care needs during emergencies. 

I would like to close with an overview of the recent emergency 
funding request from the administration that includes $2.43 billion 
for HHS. 

ASPR’s request supports two major components; BARDA’s prod- 
uct development efforts, and HPP’s preparedness initiatives. Spe- 
cifically, funding will support development of an Ebola vaccine and 
therapeutic candidates, clinical trials, and commercial-scale manu- 
facturing. Funding will ensure that communities will be able to 
purchase additional personal protective equipment, that healthcare 
workers will receive additional training, and patient detection, iso- 
lation and infection control, and that we further build our pre- 
paredness for the future by ensuring that all States have facilities 
that can handle an infectious disease as serious as Ebola. 

Mr. Chairman and members of the committee, the top priority of 
my office is protecting the health of Americans. I can assure you 
that my team, the Department, and our partners have been work- 
ing and continue to work to ensure our Nation is prepared to re- 
spond to threats like Ebola. 

I thank you for this opportunity to address these issues, and wel- 
come your questions. 

[The prepared statement of Ms. Lurie follows:] 
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Good afternoon Chairman Murphy, Ranking Member DeGette, and other distinguished Members 
of the Committee. I am Dr. Nicole Lurie and I serve as the Assistant Secretary for Preparedness 
and Response (ASPR) at the Department of Health and Human Services (HHS). 

I appreciate the opportunity to talk to you today about the actions ASPR has taken to lead the 
country in preparing for, responding to, and recovering from the adverse health effects of 
emergencies and disasters by supporting our communities’ ability to withstand adversity, 
strengthening our health and response systems, and enhancing national health security. ASPR 
works within HHS and with its Federal, state, tribal, and local partners to advance the public 
health preparedness of our Nation, by helping to build communities that are more resilient when 
faced with events that have an adverse effect on the public’s health, whether they are naturally 
occurring disasters, infectious disease outbreaks, or acts of terrorism. ASPR has led the public 
health response and recovery from natural disasters, such as Hurricane Sandy, the devastating 
earthquake in Haiti, and the Deepwater Horizon oil spill. We have responded to disease 
outbreaks including the HlNl pandemic influenza and the current Ebola outbreak. In addition, 
ASPR provides public health and medical response capabilities for National Special Security 
Events, including Presidential inaugurations, the State of the Union Address, and other national 
events requiring high security. Over the past six years, we have improved our preparedness 
network with new and stronger partnerships with state, tribal, and local governments, health care 
systems and workers, industry, international entities, and many more. Across our mission space, 

I have placed a priority on working in partnership with industry and the private sector; building 
resilient communities; addressing the needs of the at-risk community; and instilling an enterprise 
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approach among our Federal partners. Collectively, we are moving aggressively forward to 
prepare for any contingency, ranging from natural to manmade threats. 

ASPR has been uniquely successful in advancing the nation’s preparedness through its 
coordination and collaboration with a broad array of partners. These day-to-day activities, and 
the infrastructure we have put in place, are key to responding to Ebola. In my testimony, 1 would 
like to highlight three areas of ASPR’s work: the Biomedical Advance Research and 
Development Authority (BARDA), the Hospital Preparedness Program (HPP), and our 
emergency operations function. I will also review how ASPR’s authorities provided through the 
Pandemic and All-Hazards Preparedness Act of 2006 (PAHPA) and reauthorized by the 
Pandemic All-Hazards Preparedness Reauthorization Act of 2013 (PAHPRA) have been critical 
to our response efforts. BARDA, a core component of ASPR, is dedicated to building our 
domestic capability to develop effective medical countermeasures (MCM). 

In 2010, HHS established a plan to modernize the medical countermeasure enterprise with the 
release of the Public Health Emergency Medical Countermeasure Review. Key to the success of 
this effort was the establishment of the Public Health Emergency Medical Countermeasures 
Enterprise (PHEMCE), which oversees the entire MCM lifecycle to ensure that Federal 
Departments and Agencies are working well together to ensure the coordination and decision- 
making at alt stages of the MCM research and development pathway, from identification of 
requirements for particular types and quantities of drugs, through product development, and 
ultimately to distribution, stockpiling, and use. ASPR leads the PHEMCE, working in close 
partnership with other HHS agencies - including the National Institutes of Health (NIH), the 
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Centers for Disease Control and Prevention (CDC), and the Food and Drug 
Administration (FDA) - and our interagency partners, the Departments of Defense (DoD), 
Homeland Security (DHS), Veterans Affairs, and Agriculture. This well-functioning, day-to- 
day system, is serving us well to help develop MCMs for public health threats, including Ebola, 
and to ensure that our health care system is prepared, and to make decisions with the best 
available science. In fact, not long after the outbreak began last spring, I convened a meeting of 
the PHEMCE partners to review whether there might be candidate products in the pipeline 
whose development could be accelerated. This led us to prioritize the development and testing 
of both vaccine and therapeutics candidates for Ebola. ASPR uses modeling projections to 
enhance preparedness and response capabilities for a broad range of threats. Its support for and 
coordination of mathematical and computational modeling studies across the Government and 
academia help to assess the current and future progression of the Ebola outbreak and assist in 
response planning. CDC, NIH, DOD, DHS, National Laboratories, international health partners 
including the U.S. Agency for International Development (USAID) and the World Health 
Organization (WHO), and academic organizations are all working together to ensure that 
biosurveillance and other data sources are being used to coordinate response decisions and to 
base them on the best available data and science. 

Recognizing that substantial resources are essential to advance the development of new and 
improved MCMs, the Congress has provided critical authorities and has appropriated billions of 
dollars for the development and procurement of MCMS for use against chemical, biological, 
radiological, and nuclear (CBRN) threats. These investments, and the collective efforts of 
BARDA, NIH, FDA, CDC, and our private industry partners, have resulted in products that 
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protect the American public, and will ensure that we have the MCMs to protect and ensure the 
national health security of the United States in emergencies. BARDA has procured 12 products 
since the inception of Project BioShield a decade ago and has built a national stockpile of 
pandemic influenza vaccines. The FDA has approved seven products supported by BARDA, 
including antitoxin treatments for botulinum toxin and anthrax, which have moved through all 
phases of the medical countermeasure pipeline, from discovery to procurement 

These investments have also strengthened our MCM enterprise to respond to CBRN threats in 
the future. We have gone from having very few products in the MCM pipeline to funding over 
80 candidate products. If products in this group are successfully transitioned from development 
to procurement contracts, we anticipate having the following new MCMs available in the 
Strategic National Stockpile over the next five years: (1) an entirely new class of antibiotics; 

(2) anthrax vaccine and antitoxins; (3) smallpox vaccine and antivirals; (4) radiological and 
nuclear countermeasures, including candidates to address the hematopoietic, pulmonary, 
cutaneous, and gastrointestinal effects of acute radiation syndrome; (5) pandemic influenza 
MCMs; and (6) the first set of antidotes to chemical threats, as well as diagnostics to speed the 
identification of patients with conditions specific to this threat. 

With each experience, HHS examines lessons learned and opportunities for improvement. 
Following the MINI epidemic, we identified the need for more flexibility to develop and 
produce innovative, safe and effective MCMs. In 2012, HHS established the Centers for 
Innovation in Advanced Development and Manufacturing (CIADM), public-private partnerships 
that provide a significant domestic infrastructure in the United States to produce MCMs to 
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protect Americans. Last year, as part of its pandemic preparedness efforts, BARDA established 
the Fill Finish Manufacturing Network, which is now being used to formulate and fill multiple 
Ebola antibody and vaccine candidates into vials for potential clinical efficacy studies in West 
Africa. Last year, in response to the H7N9 influenza outbreaks in China, ASPR mobilized these 
partnerships to design, develop, manufacture, clinically evaluate, and stockpile several vaccine 
candidates in record time. 

HHS is using this infrastructure right now to develop MCMs against the Ebola virus. The 
CIADMs are positioned to expand the production of Ebola monoclonal antibodies into tobacco 
plants and mammalian cells. In addition, the Fill Finish Manufacturing Network will be used to 
formulate and fill Ebola antibody and vaccine products into vials for studies and other uses. 

With respect to vaccines, HHS is working to scale-up to commercial scale the manufacturing of 
promising investigational Ebola vaccine candidates using funds provided by the Congress in the 
FY 2015 Continuing Resolution. 

Moving to issues of response to domestic emergencies, under the National Response Framework, 
my office is responsible for coordinating the Emergency Support Function #8 response - Public 
Health and Medical Services - and coordinating Federal assistance to supplement state, local, 
territorial and tribal resources in response to public health and medical care needs during 
emergencies. My office manages the National Disaster Medical System (NDMS), and other 
critical medical and public health resources that can be activated during catastrophic events when 
requested by states and localities. ASPR supports state, tribal, and local preparedness, response 
and recovery efforts through coordination of the Medical Reserve Corps (MRC), the Emergency 
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System for Advance Registration of Volunteer Health Professionals and the Hospital 
Preparedness Program (HPP). HPP defines the capabilities required for effective health care 
system response, and focuses on strengthening the day-to-day activities required to effectively 
respond to emergencies. 

Since 2002, as a result of funding from HPP, we have made great strides in the ability of the 
predominantly private-sector health care system to provide medical care during an emergency 
surge of a large number of patients. In order to prepare the U.S. health care system to respond to 
events in a coordinated and collaborative manner, rather than facility-by-facility, ASPR provides 
resources to 62 state, territorial, and local awardees through the HPP. HPP investments have 
fostered an increased level of preparedness throughout communities and contributed to a 
decrease in state, tribal, and local governments’ reliance on Federal aid following disasters. In 
the last several years, HPP awardees have transitioned from providing most of their HPP funding 
to individual hospitals within their jurisdictions to supporting coalitions of health care facilities. 
This transition to supporting and building regional health care coalitions has provided dramatic 
examples of a community’s ability to recover after a disaster. For example, in the aftermath of 
tornados in Joplin, Missouri; Tuscaloosa, Alabama; and Moore, Oklahoma, HPP members 
immediately responded, administered care to the injured, and evacuated patients to other regional 
facilities that were part of the health care coalitions in those jurisdictions. 


The cornerstone of this regional health system preparedness is the Health Care Coalition (HCC) 
- a formal collaborative network of hospitals, health care organizations, public health providers, 
emergency management, emergency medical services, and other public and private sector health 
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care partners within a defined region. By fostering preparedness and collaboration at the 
regional level to strengthen the overall health care system, HCCs allow for the sharing of 
resources, leveraging of expertise, and increased capacity to respond during an emergency. 
Through the efforts of HPP and its state, territorial, and local awardees, there are over 16,000 
members in HPP supported coalitions throughout the Nation to include 4,778 hospitals. As a 
result, hospitals can now communicate with other responders through interoperable 
communication systems; track bed and resource availability using electronic systems; protect 
health care workers with proper equipment; train health care workers on how to handle medical 
crises and surges; develop fatality management, hospital evacuation, and alternate care plans; 
and coordinate regional training exercises. 

To prepare for and respond domestically to Ebola, HPP is actively engaged in a number of 
activities, including: providing key information, guidance, helpful checklist documents and 
lessons learned to state, tribal, and local public health officials, hospital executives, health care 
workers, and others across the United States through webinars and national calls; actively 
recruiting (along with CDC) hospitals willing to provide definitive care to patients with Ebola in 
the United States; working with personal protective equipment (PPE) manufacturers to identify 
and coordinate supply distribution; and serving as the clearinghouse for Ebola-related tabletop 
exercises for hospitals and jurisdictions, as well as hospital infectious disease plans, so facilities 
and jurisdictions can quickly access them and adapt them for use in their own facilities. 
Recognizing that state, tribal, and local response needs to be nimble to support their health care 
systems, the ASPR office informed HPP awardees that funds may be used to prepare for 
suspected or known Ebola patients, including the development of action plans, purchase of 
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supplies for health care facilities, and training for all personnel. In emergency circumstances, 
HPP awardees may request approval to use grant funds for activities outside the originally 
approved scope of work. Some awardees have already initiated these requests for Ebola. 

ASPR supports a coordinated medical response capability to assist states, tribes, and localities in 
responding to disasters. NDMS and MRC bring health care and other personnel together to 
support preparedness and response missions. The NDMS is a unique program which deploys 
federalized responders to support communities with medical, veterinary, and mass fatality 
assistance after a disaster or public health emergency. Most of the 5,000 NDMS employees are 
active locally in a civilian job, but support the Federal Government through service as 
intermittent employees on one of the many NDMS teams located across the Nation. By 
comparison, MRC is a volunteer program, with over 1,000 MRC units and 200,000 volunteers, 
and is primarily managed and organized at the local level to support public health and response 
missions through local health department initiatives. Both programs are poised to backfill staff 
caring for Ebola patients in the Nation’s hospitals, in the unlikely event that such support would 
be needed. 

ASPR is deploying medical response capabilities where they are needed most to keep America 
safe. HHS has developed focused teams of U.S. Public Health Service (USPHS) Commissioned 
Corps officers who have deployed and will continue to deploy to West Africa to provide care for 
health care providers who require Ebola treatment. ASPR is supporting this mission through the 
development of recommended safety guidelines and by providing operational, logistical, 
personnel accountability, and pre-deployment training of USPHS officers at DHS's Federal 
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Emergency Management Agency’s Center for Domestic Preparedness in Anniston, Alabama. 
USPHS officers are trained on PPE, medical screening, and safety and clinical treatment 
recommendations. MRC is also supporting domestic readiness; some jurisdictions are using 
local MRC units to support call centers, assist health departments with epidemiology and 
surveillance activities, disseminate guidance and information to their community partners {e.g., 
health care coalitions, emergency management, health care workers, etc.), conduct volunteer 
training and community educational activities, and provide partner level updates to enhance 
situational awareness. ASPR is leading the effort to ensure that deployed personnel have access 
to and receive training in the use of PPE. This training is critical to domestic preparedness and 
readiness. Training personnel on the use of current PPE is an absolute requirement to ensure the 
safety of personnel engaged in the medical care of Ebola patients. Any deployment activities for 
the purpose of patient screening or care will include the necessary PPE training that meets the 
CDC standard. Additionally, ASPR is working with other Federal Departments and Agencies to 
help coordinate the U.S. Government’s response to the high demand for PPE nationwide. It is 
actively engaged with PPE manufacturers and distributors to assess the availability of products 
and to develop strategies to address supply chain challenges so that there are no shortages of PPE 
either domestically or abroad. 

Recognizing the global impact of public health emergencies, HHS has strengthened international 
partnerships that make America safer at home. Whether it is an MINI pandemic, a natural 
disaster, or an Ebola outbreak, public health emergencies know no borders - the health of the 
American people is inseparable from the health of people around the world. Moreover, the same 
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global capacity that is needed to combat the spread of Ebola will reduce the deadly impact of 
future infectious disease outbreaks. 

ASPR has forged trusted networks and relationships with key international partners and 
continues to receive and share information with the WHO and countries around the world about 
Ebola. In its coordination role for the medical portion of the U.S, response effort, HHS interacts 
regularly with physicians in developed countries who treat patients with Ebola to facilitate 
information-sharing and best practices. In addition, ASPR maintains regular communications 
and coordination with G7 countries, Mexico, and the European Commission on public health 
measures, development and deployment of MCMs, and support for African countries. These 
collaborations range from discussing countries’ domestic preparedness activities and policies 
including board protocols, mutual notifications of imported cases, support for medical 
evacuation and coordination of activities to develop and manufacture medical countermeasures. 
The USAID Disaster Assistance Response Team incorporates specialists from DoD and HHS 
(including CDC) and draws upon the resources and innovation of many different departments, 
agencies, and ministries of health to support Ebola treatment units that help isolate and treat 
those affected by the disease. 

In order to ensure that appropriate Federal resources are brought to bear in our international and 
domestic fight against Ebola, on November 5, the Administration proposed emergency funding 
totaling $6.18 billion, including $2.43 billion for the Department of Health and Human 
Services. I want to highlight how this request is central to some of our key response activities. 
First, $157 million of the emergency will be critical to supporting Ebola vaccine and therapeutic 
candidates, clinical trials, and commercial scale manufacturing. Funding through HPP will both 
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improve our ongoing Ebola preparedness, and also strengthen our nation’s general preparedness 
by providing for at least one infectious disease containment center in every state, and supporting 
the PPE purchases, training, renovation, construction, and retrofitting facilities to create isolation 
units and separate laboratories. Because every hospital needs to be able to recognize and isolate 
a potential Ebola patient, additional money would be provided through health care coalitions to 
efficiently support the purchase of PPE and training for the broader network of hospitals, 
emergency medical services providers, and ambulatory care facilities that need to be ready to 
recognize, isolate, and care for a suspected Ebola patient until they can be transferred to a 
treatment facility. 

PAHPA authorities have been critical in responding to Ebola, whether related to BARDA or 
HPP. In addition, flexibilities provided by PAHPRA to FDA’s existing Emergency Use 
Authorization authority have helped to facilitate the issuance of critical Emergency Use 
Authorizations for multiple uncleared Ebola diagnostic tests that are in use now in the United 
States and West Africa. PAHPA also established the office of the ASPR, which is playing a vital 
role in this response. As part of the HHS leadership team responding to Ebola, I lead 
coordination activities supporting the HHS policy team including international engagement; 
establishing technical assistance for state, tribal, and local health departments and private-sector 
health care providers; the advanced development of vaccines and therapeutic MCM for Ebola, as 
well as testing and manufacturing; and preparation of Federal personnel for deployments to assist 
the U.S. response. I engage regularly and on an ongoing basis with the Secretary, other key HHS 
leadership, and Departments across the Federal Government, including the Ebola Response 
Coordinator, Mr. Ron Klain. 
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Together, we are mounting an aggressive whole-of-govemment response strategy to the Ebola 
crisis. We are focusing on controlling the epidemic; mitigating the secondary impact, including 
economic, social, and political tensions; coordinating the U.S. and broader global response; and 
reinforcing global health security infrastructure in the region and beyond. 

These measures demonstrate our country’s commitment to building the public health resilience 
needed to better prepare for disasters before they occur. Moreover, these investments require our 
continuing attention and commitment over the long-term and should not depend solely on the 
occurrence of a public health emergency. Building resilience makes us more secure from a range 
of public health emergencies - from an HlNl pandemic, Ebola or other emerging infectious 
disease outbreak, to CBRN threats, and natural disasters. 

Mr. Chairman and Members of the Committee, my team, our HHS colleagues, and our 
interagency partners have worked long hours to prepare our Nation for public health threats and 
ASPR is focusing all efforts on protecting America’s health security. The best way to protect 
America from Ebola is to support the response to the epidemic in West Africa and to get 
infection and spread under control as quickly as possible. We are making efficient use of 
investments and leveraging the infrastructure and tools we have developed, and we are far better 
off than we were ten years ago following the anthrax attacks and the Hurricane Katrina response. 

With that in mind, our continued success in containing the current Ebola outbreak and being 
prepared here at home depends on receiving the emergency resources recently requested by the 
President. These resources are vital for ASPR to continue supporting the advanced development 
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and manufacturing of promising therapeutics and vaccines. In addition, the request provides 
funding for health care coalitions around the Nation to purchase PPE and train staff on how to 
use it properly and safely and for states to establish Infectious Disease Treatment Facilities. I 
urge you to pass the President’s request. 

HHS stands ready to provide health and medical support to help our states and communities to 
respond and recover from public health emergencies. I thank you again for this opportunity to 
address these issues and welcome your questions. 
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Mr. Murphy. Thank you. 

Now, Dr. Lushniak, you are recognized for 5 minutes. 

STATEMENT OF BORIS D. LUSHNIAK 

Mr. Lushniak. Great. Thank you so much for this opportunity, 
Chairman Murphy, Member Castor, members of the Oversight and 
Investigations Subcommittee, and thanks again for having us here 
to testify about the U.S. Public Health Service Commission Corps 
and its role in responding to the Ebola outbreak in West Africa. 

I am here to provide information to you about what the Office 
of the Surgeon General, and specifically the United States Public 
Health Service Commission Corps, has contributed to this U.S. 
Government-wide effort to stop the spread of Ebola virus disease, 
in essence where it began, in West Africa. 

The Commission Corps of the U.S. Public Health Service is made 
up of 6,700 uniformed officers. They are assigned to 26 different de- 
partments and agencies of the Federal Government, serving in 800 
locations worldwide. I am very proud of this group of officers. They 
are highly trained, mobile, medical and public health professionals, 
operating under the departmental leadership of the Secretary of 
Health and Human Services, and the day-to-day oversight of the 
Surgeon General and the Assistant Secretary for Health. 

The Commission Corps is one of the seven uniformed services of 
our Nation. The only uniformed service of its kind in the world. It 
is an unarmed, uniformed service dedicated to a public health mis- 
sion, and to medical care for underserved and vulnerable popu- 
lations. The mission of the Corps is to protect, promote, and ad- 
vance the health and safety of the Nation. 

For 125 years, this is an anniversary year for us. Corps officers 
have been the Government’s dependable resource for health exper- 
tise and public health emergency services, working closely with the 
ASPR in times of war in the past, and other national or inter- 
national emergencies. Corps officers, like officers in our other sister 
services, can be deployed at a moment’s notice anywhere in the 
world to meet the needs of the President, the HHS, to address 
needs related to the well-being, security, and defense of the United 
States. 

We have had a long history of doing this; protecting the health 
and safety of the Nation by addressing infectious disease overseas. 
Smallpox, as an example, polio, now Ebola. To ensure that we can 
meet the mandate to respond rapidly to urgent or emergency public 
healthcare needs around the globe, the Corps has established a 
tiered response system composed of 41 different general, as well as 
specialty response teams. We have deployed in the past to events 
ranging from terrorist events; 9/11, the Boston bombings, anthrax, 
natural disasters, hurricanes, Katrina, Rita, Wilma and Sandy, hu- 
manitarian assistance in Haiti, Indian Ocean tsunami, reconstruc- 
tion stabilization in Iraq and Afghanistan, public health crisis, 
HlNl, suicide clusters on Indian reservations, to hospital infra- 
structure rescue in the Mariana Islands. Over the past 10 years, 
the Corps has undertaken over 15,000 officer deployments in sup- 
port of nearly 500 distinct missions and events. Corps officers now 
are currently operating in both the United States and in West Afri- 
ca in clinical, epidemiological, education, management, liaison 
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roles, supporting the Department of Health and Human Services, 
as well as working under the auspices of the Centers for Disease 
Control and Prevention. We have 900 officers stationed with the 
CDC. 

One critical element of the Department’s plan for combating the 
Ebola outbreak targets the ongoing need for healthcare personnel 
in the Ebola-affected countries. United Nations estimated that 
1,000 international healthcare workers would be needed on the 
ground in West Africa to bring the outbreak to an end. There is a 
wide consensus that in order to create conditions that will encour- 
age both West African and international healthcare workers to con- 
tribute, yes, their time and skill to contain and ultimately end the 
Ebola outbreak, it is essential to establish a dedicated facility to 
provide high-level care for those healthcare workers should they 
become infected with the virus. In support of this objective, the 
Corps has deployed trained clinicians, physicians, nurses, behav- 
ioral health specialists, infection control officers, pharmacists, lab- 
oratory workers, administrative management personnel, to Liberia 
to staff the Monrovian Medical Unit, the MMU. This is a U.S. Gov- 
ernment-funded 25 bed hospital that has been configured to func- 
tion as an Ebola treatment unit. It provides advanced Ebola treat- 
ment to Liberian and international healthcare workers, and to non- 
governmental organizations and U.N. personnel involved in the 
Ebola response. 

DoD, the State Department, USAID, have provided invaluable 
support for this mission. It is being carried out with the full co- 
operation of the Liberian Government and its Ministry of Health. 

The first team of the United States Public Health Service Com- 
mission Corps officers completed one week of advanced training in 
Alabama in October. They arrived in Liberia on October 27 . The 
full complement, a staffing of 70 Corps officers, each of whom vol- 
untarily accepted this assignment to provide direct care for Ebola 
patients. Additional training was completed in Liberia with support 
of NGOs such as Medecins Sans Frontiers and the International 
Medical Corps. We have the equipment, we have gone through 
safety, clinical care, and management protocols. On November 12 , 
the MMU accepted its first patient, a Liberian healthcare worker. 
Today, the fourth patient is soon to be admitted. Four overlapping 
teams of 70 officers will be scheduled for rotations of approximately 
60-day deployments, for an estimated 6 months of operations at 
this MMU. 

In conclusion, the safety of our personnel is our highest priority. 
We are making every effort to ensure that all Corps officers on the 
ground are working in an environment that will minimize any risk 
to their personal safety and security, following guidance from the 
CDC. To ensure the safety of our officers, their families, friends, co- 
workers, and the communities in which they live, work and play, 
upon return, officers will undergo exposure risk assessment and, as 
indicated, be monitored by public health authorities. We look for- 
ward to welcoming home our personnel returning from this mis- 
sion, providing them support, and thanking them for their extraor- 
dinary efforts on behalf of the Nation and peoples of West Africa. 
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Thank you, Mr. Chairman, other members, and members of the 
subcommittee, and I will be happy to answer your questions at this 
time. 

[The prepared statement of Mr. Lushniak follows:] 
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Chairman Murphy, Ranking Member DeGette, and Members of the Oversight and 
Investigations Subcommittee, thank you for the opportunity to testify today about the U.S. 
Public Health Service Commissioned Corps and its role in responding to the Ebola outbreak in 
West Africa. My testimony will provide information about what the Office of the Assistant 
Secretary for Health, the Office of the Surgeon General and the United States Public Health 
Service (USPHS) Commissioned Corps (Corps) has contributed to the U.S. Government-wide 
effort to stop the spread of Ebola virus disease (EVD) where it began...in West Africa. 

THE COMMISSIONED CORPS AND PUBLIC HEALTH EMERGENCY RESPONSE 

The Commissioned Corps is made up of 6,700 uniformed officers who are highly-trained, 
networked and mobile medical and public health professionals operating under the 
departmental leadership of the Secretary of Health and Human Services and the day to day 
oversight of the Surgeon General and Assistant Secretary for Health. The Commissioned Corps 
of the Public Health Service is one of the seven uniformed services of the United States and the 
only uniformed service of its kind in the world. 

The Corps exists to carry out programs to promote the health of the Nation, understand and 
prevent disease and injury, assure safe and effective drugs and medical devices, and deliver 
health services to Federal beneficiaries. 

Since 1889, Commissioned Corps officers have been the Government's dependable resource for 
health expertise and public health emergency services in times of war and other national or 
international emergencies. Corps officers, like officers in the Army, Navy, and Air Force, can be 
deployed at a moment's notice anywhere in the world to meet the needs of the President and 
the Department of Health and Human Services. 
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Commissioned Officers are distinguished by their pledged commitment to leadership, service, 
integrity and excellence. For these officers of the Commissioned Corps appointed by the 
President, their work is not their job, it is their duty. 

Title II of the Public Health Service Act establishes the composition and structure of the 
Commissioned Corps. The Act provides for both a "Regular" and "Ready Reserve" Corps and 
states that Corps officers be "trained, equipped and otherwise prepared to fulfill their public 
health and emergency response roles..." so that the Corps is ready to respond rapidly to urgent 
or emergency public health care needs and, when required, to address needs related to the 
well-being, security, and defense of the United States. 

The Corps has a long history of protecting the health and safety of the Nation by addressing and 
eradicating infectious disease overseas —whether it be smallpox, polio, or now Ebola. Officers 
bring valuable skills and experience in providing culturally appropriate care in austere 
conditions, making the Corps a unique resource to combat Ebola. To ensure it can meet its 
mandate to respond rapidly to urgent or emergency public health care needs around the globe, 
the Commissioned Corps has established a tiered response system composed of 41 response 
teams and tiers of individual augmentees available to provide technical and clinical expertise to 
those teams. Every able active duty officer is assigned to one of these emergency response 
roles. 

The Corps has deployed to events ranging from terrorist events (9/11, Boston Marathon 
Bombings, anthrax) to natural disasters (Hurricanes Katrina, Rita, Wilma, and Sandy; Red River 
flooding; Northeast ice storms); from humanitarian assistance (Haiti and Japan earthquakes, 
Indian Ocean tsunami) to reconstruction and stabilization (Iraq, Afghanistan); from public 
health crises (HlNl, suicide clusters on Indian Reservations) to hospital rescue (Mariana 
Islands). Over the past 10 years, the Corps has undertaken over 15,000 officer deployments in 
support of nearly 500 distinct missions and events. 

THE COMMISSIONED CORPS AND EBOLA OUTBREAK RESPONSE 


Officers from the USPHS Commissioned Corps are operating in both the US and West Africa in 
clinical, management and liaison roles supporting the Office of the Assistant Secretary for 
Health and the Centers for Disease Control and Prevention (CDC). In the U.S., Commissioned 
Corps officers assigned to CDC may serve on the CDC Ebola Response Team (CERT). The CERT is 
made up of public health experts that can be mobilized and deployed anywhere in the U.S. to 
provide assistance to health care facilities and state and local health departments with their 
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management and care of persons with EVD. CERT members are identified based on their 
expertise in specific technical areas and many individuals have previous experience with field 
deployments, field investigations, and infection control practices. 

One critical element of the Department's plan for combatting the Ebola outbreak targets the 
ongoing need for health care personnel in the Ebola-affected countries. In September, the 
United Nations estimated that 1,000 international health care workers would be needed on the 
ground in West Africa to bring the outbreak to an end. There is a wide consensus that in order 
to create the conditions that will encourage both West African and international health care 
workers to contribute their time and skill to contain and ultimately end the Ebola outbreak, it is 
essential to establish a dedicated facility to provide high-level care for national and 
international health care workers should they become infected with the virus. In support of 
this objective, the Corps has deployed trained clinicians (physicians, nurses, behavioral health 
specialists), infection control officers, pharmacists, laboratory workers, and administrative 
management personnel to Liberia to staff the Monrovia Medical Unit (MMU), 

The MMU is a U.S. Government-funded 25-bed field hospital located in Margibi County, Liberia, 
that has been configured to function as an Ebola Treatment Unit. It will provide advanced EVD 
treatment to national and international health care workers, and to non-governmental 
organizations and United Nations personnel involved in the Ebola response on a space available 
basis. The full complement of staffing for the MMU will include approximately 70 Corps officers 
during each deployment, each of whom voluntarily accepted this assignment to provide direct 
care to EVD patients in Liberia. 

The Department of Defense (DOD) and the U.S. Agency for International Development support 
this mission, and DOD will provide support for the officers, including billeting, food, water, and 
other basic living support. DOD construction of an Expeditionary Medical Support (EMEDS) unit 
included adaptations for infection control, plumbing, septic systems, structures for the family 
visitation centers and behavioral health counseling, and security measures. These 
modifications to the EMEDS, necessary to create the functional MMU, were completed in early 
November. Full re-supply chains for the unique requirements of the MMU are also being 
finalized by DOD to assure that Corps officers have the equipment and supplies needed to 
provide a more comprehensive level of care than would otherwise be available to patients with 
EVD in Liberia. 

Officers deployed to Liberia will have completed rigorous and intensive CDC-developed training 
in Anniston, Alabama prior to their deployment. Training includes didactic, situational, and 
hands-on advanced personal protective equipment (PPE) training to ensure our officers possess 
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sufficient knowledge of Ebola and its transmission routes to work safely and efficiently in the 
well-designed MMU. Once in-country, all officers receive "hot zone" training, which consists of 
shadowing health care workers experienced in the care of Ebola patients while those workers 
perform their duties in existing Ebola Treatment Units. Prior to working with Ebola patients, all 
officers involved in direct patient care will have demonstrated competency in performing all 
Ebola-related infection control practices and procedures, and specifically in proper 
donning/doffing of PPE. The safety of our personnel is our highest priority. We are making 
every effort to ensure that all Commissioned Corps officers on the ground are working in an 
environment that will minimize any risk to their personal safety and security. 

CURRENT STATUS AND NEXT STEPS FOR MMU MISSION AND RETURNING OFFICERS 

The first team of USPHS Commissioned Corps officers completed advanced training on 
October 25, 2014, and arrived in Liberia on October 27, 2014. Additional training was 
completed, necessary equipment was delivered, and safety, clinical care and management 
protocols were exercised in the ensuing days. On November 12, the MMU accepted its first 
patient. 

Four overlapping teams of approximately 70 officers are scheduled for rotations of 
approximately 60-day deployments for an estimated six months of operations at the MMU. As 
of mid-November, the second team has been identified, rostered and is completing final pre- 
deployment preparations. Team 2 will transition with Team 1 over the course of a week, 
December 11-18, 2014. 

While ail possible efforts are being made to ensure that deployed Commissioned Corps officers 
providing direct medical care for persons with EVD are trained and provided the equipment and 
tools they need to ensure their safety, we know that unprotected exposure to the virus remains 
a possibility. Should an officer become ill with EVD, protocols currently in place serve to ensure 
that the officer is afforded the best care available. The Department of State has entered into a 
commercial medical evacuation contract that provides the capability to evacuate patients 
requiring bio containment per week based on suspected or confirmed EVD, if medically 
necessary. Deployed U.S. personnel contracting Ebola would be treated in the most effective 
manner possible, including medical evacuation to the U.S. if necessary. 

To ensure the safety of our officers, their families, friends, co-workers and the communities in 
which they live and work, officers will be subject to exposure risk assessment. Officers will be 
returning into one of the five designated airports for enhanced screening just as all other 
individuals returning from patient-care-related activities in West Africa. As part of the 
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enhanced screening upon arrival, officers will be asked to disclose their associations to patient 
care activities within the affected regions to U.S. Customs and Border Protection. In addition, 
the Commissioned Corps will ensure that personnel returning from West Africa observe 
applicable guidelines regarding monitoring and movement restrictions. We look forward to 
welcoming home our personnel who are returning from West Africa, giving them the 
opportunity to rest and reconnect with family and friends, providing support, and thanking 
them for their extraordinary efforts on behalf of our Nation and the peoples of West Africa. 

Thank you Mister Chairman, Ranking Member DeGette, and members of the Subcommittee. I 
will be happy to answer your questions at this time. 
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Mr. Murphy. Thank you, Doctor. 

I will now authorize myself 5 minutes for questions for our panel. 

Dr. Frieden, in the weeks that you have heen dealing with this 
in the United States, can you highlight perhaps the top 3 things, 
lessons learned and modified from this that could give the public 
assurances that you are adapting as need be? 

Mr. Frieden. The most important principle that we are following 
in Ebola control is to find out as quickly as possible, as definitively 
as possible, what works, and then to implement that, both on the 
ground in West Africa and in the U.S. What we have found is that 
treating Ebola in the U.S. is difficult. The two infections in Dallas 
were an indication of that, and we immediately moved to add a 
margin of safety to our guidelines for infection control and personal 
protective equipment. We also have put into place multiple levels 
of protection. Our top priority is protecting Americans, and we do 
that through control at the source in Africa, screening on exit, 
screening on entry, and the active monitoring program, as well as 
work with individual hospitals and health departments. 

We have something called rapid Ebola preparedness teams that 
have now visited more than 30 hospitals in more than 10 States 
to get those hospitals ready for the next Ebola case, if one occurs, 
and actually, a team had been to Bellevue before Dr. Spencer even 
became ill. 

Mr. Murphy. OK. 

Mr. Frieden. So that rapid response is key and rapid adjustment 
as we learn more about Ebola and Ebola in the U.S. 

Mr. Murphy. OK, I want to get back on the hospitals issue in 
a minute here. 

Dr. Lurie, in August of 2014, under Section 564(b) of the Food 
and Drug Cosmetic Act, Secretary Burwell declared that cir- 
cumstances exist justifying the authorization of emergency use of 
in vitro diagnostics for detection of the Ebola virus. I)id you help 
advise Secretary Burwell of that declaration, do you recall? 

Ms. Lurie. Yes. 

Mr. Murphy. OK. So even though she declared Ebola to be an 
emergency for purposes of the EDA law, she has not declared Ebola 
to be a public health emergency under this, and she has not made 
this declaration even though the World Health Organization, in 
August, declared Ebola to be a public health emergency. 

Do you agree or disagree, is this a public health emergency in 
the United States? 

Ms. Lurie. So in order for an investigational diagnostic test or 
drug to be used in the United States, the Secretary has the author- 
ity to declare that the conditions of a potential public health emer- 
gency exist. As I think Dr. Frieden and others have highlighted, 
fortunately, we have been very successful in the United States in 
detecting and controlling this disease. We have had two very unfor- 
tunate cases of transmission of this disease in the United States, 
but not others, and we believe that all of our efforts are quite effec- 
tive in controlling the disease at this time. 

Mr. Murphy. We hope so, but “fortunately” is also an operative 
word there, and we want to make sure we are doing everything 
that we possibly can. 
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On page 6 of your testimony, you mentioned you are responsible 
for coordinating the Emergency Support Function Number 8 re- 
sponse using domestic or — emergencies. Is that an operational re- 
sponsibility that you have? 

Ms. Lurie. So my responsibilities are both policy and advice, and 
we have operational response under ESF 8, yes. 

Mr. Murphy. And that has been activated under the response to 
Ebola? 

Ms. Lurie. Yes, the Secretary’s operations center is activated, 
and all components of ASPR are hard at work. 

Mr. Murphy. I am just trying to clarify, so you are still the coor- 
dinator for emergency support function, or is that now Mr. Klain? 

Ms. Lurie. Mr. Klain is the Ebola coordinator for the country, 
yes. 

Mr. Murphy. OK. So let me look at this. What data are you mod- 
eling, or have you done a data modeling, to determine the number 
of cases we may anticipate in the United States? Have you done 
any of that data modeling? 

Ms. Lurie. So one of the things that we have done, actually, as 
a lesson learned from HlNl, is brought together modelers from all 
across the Federal Government. 

Mr. Murphy. And how many cases are you planning for in the 
United States? 

Ms. Lurie. So I think our models suggest that if we continue to 
be very aggressive about our exit screening from West Africa, our 
entry screening, tracking travelers for 21 days with active and di- 
rect active monitoring, as we are doing, that we might expect a 
handful of cases in the United States, potentially in an unrecog- 
nized cluster, but that we don’t anticipate that we are looking at 
a widespread outbreak. 

Mr. Murphy. So you are asking for $6.2 billion here, but you are 
saying you are expecting a handful of cases. And Senator Schumer 
just said, look, you owe New York City $20 million because we had 
to track all these people that came in contact with someone, but 
you don’t believe in a policy of some kind of self-isolation, even 
though many of these NGOs do believe in self-isolation. So there 
is a disconnect here: Expect a handful of cases, don’t expect more, 
but asking for 50 hospitals to be prepared throughout the United 
States, but — help me understand where this 

Ms. Lurie. Sure. 

Mr. Murphy [continuing]. $6.2 billion 

Ms. Lurie. I would be happy to. I don’t think that there is really 
a disconnect at all. Our strategy for hospital preparedness looks 
first at being sure that beyond the bio-containment facilities at 
Emory and Nebraska and NIH we have good strong hospital capac- 
ity to recognize, and treat through the entire course of illness, an 
Ebola patient, first in the 5 cities where all passengers are being 
tunneled. A next ring of hospitals is needed for geographic disper- 
sion around the country to places where travelers are most likely 
to go, and that is a pretty good range of States now throughout the 
country. 

One of the things that we have learned, and you had asked Dr. 
Frieden about lessons learned, is that Mother Nature always has 
the upper hand. That means that we have to think about what is 
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next after Ebola. Ebola has taught us that we really need high-con- 
tainment facilities. So far our planning has been for pandemic pre- 
paredness on something that is airborne like pandemic flu. The 
containment needs, the infection control needs for something like 
Ebola are very, very different. 

So part of this emergency request is being able to meet our needs 
now by having a broad geographically dispersed network of hos- 
pitals able to treat Ebola, but it is also building toward the future 
because we don’t know where the next cases are going to show up, 
or the next kinds of travelers are going to show up, but we need 
to be prepared not only for today but for the next decade and for 
the next century. 

Mr. Murphy. I am way over my time. 

I recognize Ms. Castor for 5 minutes. 

Ms. Castor. Thank you very much. 

On November 5, the President requested $6.2 billion from Con- 
gress to enhance the U.S. Ebola response. The President’s request 
focuses on stopping the outbreak at its source in West Africa. 

Dr. Frieden, in your testimony you said you were focused in West 
Africa on prevention, detection, and response. Can you go into 
greater detail. The President’s request designates $603 million to 
CDC for international response efforts. Discuss how these funds 
would specifically be used. 

Mr. Frieden. Thank you very much. Our approach would be on 
the prevention side to implement and strengthen quarantine and 
screening procedures so that those can be continued long-term, and 
individuals with Ebola or potentially exposed to Ebola would be iso- 
lated, traced, and then promptly isolated if they become ill. 

Second on the prevention side is infection control. This is an 
enormous challenge for West Africa because each of the facilities 
caring for patients needs to think of the possibility of Ebola in 
countries where malaria is endemic, and where the symptoms of 
malaria and Ebola are not easily distinguishable. So that preven- 
tion is infection control and quarantine. 

On the detection side, laboratory and related services to find in- 
fections and find illnesses as soon as they occur. That relates to 
some of the U.S. funding which would allow us to work with com- 
panies and other parts of the U.S. Government to optimize some 
of the testing modalities. And then surveillance, so we are tracking 
what is going on with the detection. And training of healthcare fa- 
cilities to identify cases so they are found, isolated, cared for, and 
don’t cause outbreaks. And then response; the core public health 
activities of contact tracing, training of healthcare workers, surveil- 
lance, public health education, outreach, rapid response teams, and 
support diminished periods of help so that we don’t need to be 
there long-term. So we are training people to do the kind of preven- 
tion, detection, response that we are doing now. 

Ms. Castor. And what, if any, public health infrastructure was 
in place in West Africa beforehand? 

Mr. Frieden. There were very weak systems in place prior to 
this, public health or healthcare, really a shortage of trained work- 
ers, so part of our effort is to build up those systems so that they 
can continue that for many years to come. 
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Ms. Castor. OK, and the budget request also would direct $1.98 
billion to USAID, $112 million to the Department of Defense, and 
$127 million to the Department of State. Can you go through how 
funding to those agencies would assist in the broader effort? 

Mr. Frieden. I would have to refer you to them for the details, 
but in general, USAID is coordinating under the DART, or Disaster 
Assistance Response Team, process, and they are enlisting many 
partners within countries, for example, for burial teams which now 
exist all over Liberia, and are rapidly and safely and respectfully 
collecting human remains of people who may have died from Ebola. 

We are also addressing some of the critically important areas of 
supporting development in areas like the Guinea forest region 
where there is a lot of resistance and some resentment, and serv- 
ices in that region are going to be very important in allowing us 
to get in and do Ebola control. 

Ms. Castor. OK. Dr. Lushniak, how would the supplemental 
funding assist the public health service in their work in West Afri- 
ca? 

Mr. Lushniak. I think to the large extent, certainly running the 
Monrovia Medical Unit, it is supported by multiple agencies. With- 
in the Department of Health and Human Services, certainly, the 
supplement will assist us in that endeavor. DoD plays a key part- 
nership role. They are really supplying us with equipment, sup- 
plies, a lot of the logistical support on the ground. USAID, as men- 
tioned by Dr. Frieden, is really out there also pushing ahead. And 
so, you know, from our perspective is that to have a continuous 
presence on the ground, and if we strongly believe that this mission 
is important, as I do, which is providing that medical care to 
healthcare workers, that the supplemental will assure a success in 
that mission. 

Ms. Castor. Now, we have heard from Doctors Without Borders 
and other international organizations about the need for flexibility 
and adaptability in our response and in that budget request. Dr. 
Frieden, what measures are built into the supplemental budget re- 
quest that would give us that flexibility and adaptability? 

Mr. Frieden. Well, first, there is the contingency fund of $1.5 
billion requested by the President, split essentially equally between 
the State Department/USAID and HHS, including CDC. That 
would be available, for example, if the disease breaks out in an- 
other part of Africa that we need to intensively surge to, or if we 
do have an effective vaccine, to implement a vaccine campaign will 
be quite challenging. 

Second, within the budget request there is transfer authority, 
and that is extremely important so that we can adapt our response 
to what is needed. And third, within the CDC budget in particular, 
it would be a single budget line, so we would have flexibility within 
CDC to spend the resources specifically for Ebola control, as they 
will be most efficient and most effective. 

Ms. Castor. Thank you very much. I yield back. 

Mr. Murphy. Gentlelady yields back. 

I now recognize Mrs. Blackburn for 5 minutes. 

Mrs. Blackburn. Thank you, Mr. Chairman. 

Dr. Frieden, let me come to you. As I mentioned in my opening, 
keeping Americans safe, this is where our focus ought to be. And 
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you said in your testimony $621 million would be used to fortify 
domestic public health strategies, and you didn’t mention the man- 
aging of waste products from patients with Ebola. And according 
to the Institutes of Medicine report from earlier this month, a pa- 
tient with Ebola generates 30 to 40 times more medical waste than 
another patient. The report also states there is limited ability to 
handle Ebola medical waste in the U.S. 

So I have a couple of questions. I can take a yes-or-no answer 
on these and be very happy with that. It will help us move quickly. 

Will part of this funding, this $621 million, be directed to man- 
aging the medical waste products from treating Ebola patients, or 
will hospitals be expected to building on-site incinerators or 
autoclaves to decontaminate the waste? 

Mr. Frieden. Yes, funding will go to support hospitals to 
strengthen their waste management systems. 

Ms. Blackburn. OK, and then do you have any plans to require 
sterilization of category A waste, including Ebola waste, on-site or 
as close as the source — to the source as possible? 

Mr. Frieden. CDC already provides guidelines for the manage- 
ment of waste potentially contaminated with the Ebola virus, and 
we would continue to recommend those same guidelines. 

Ms. Blackburn. Does this include on-site? 

Mr. Frieden. Decontamination can be done either on-site or can 
safely be moved off-site 

Ms. Blackburn. Where is it going to go? 

Mr. Frieden. Where we are supporting hospitals to deal with 
Ebola, we would want that done on-site. 

Ms. Blackburn. All right. Kind of got a little skirting the ques- 
tion there. Do you plan to procure and utilize mobile medical waste 
sterilizers? 

Mr. Frieden. That would be one option that could be considered. 

Ms. Blackburn. Do you plan to do it? 

Mr. Frieden. It would depend on whether it made sense for the 
facility itself. 

Ms. Blackburn. OK. What about the waste in Africa where we 
are supporting efforts? 

Mr. Frieden. In Africa, incineration is the method used for 
waste disposal in general. 

Ms. Blackburn. OK. On-site? 

Mr. Frieden. Generally on-site, yes. 

Ms. Blackburn. On-site, OK. 

Dr. Lurie, I would like to come to you for a moment, if I may 
please. The funding request includes $157 million for BARDA to 
support the manufacture of vaccines and synthetic therapeutics for 
use in clinical trials. Would this funding be slated to support man- 
ufacturing at one of the 3 Centers for Innovation in Advanced De- 
velopment and Manufacturing that were established through pre- 
vious funding for BARDA, or are you looking at other potential 
manufacturing partners? 

Ms. Lurie. Right now, funding is being used, and it would be an- 
ticipated to use to support both vaccine development, vaccine man- 
ufacturing, and fill and finish vaccine capacity. Also the continued 
capacity, and fill and finish of therapeutic products such as ZMapp. 
We are actively engaged both with the Centers for Innovation in 
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Advance Development and Manufacturing, and with the Fill/Finish 
Network components to look at the role that they can play. 

Mrs. Blackburn. So you are engaging other partners. 

Ms. Lurie. We are engaging a range of partners 

Mrs. Blackburn. Private sector. 

Ms. Lurie. Yes. 

Mrs. Blackburn. OK. 

Ms. Lurie. We are engaging the range of partners that it is going 
to take to get us vaccine and therapeutics. 

Mrs. Blackburn. OK. Well, we had read Secretary Burwell’s tes- 
timony last week, as I am sure you have, from the Senate Approps. 
Committee, and it seems as if the funding for BARD A would go to 
manufacturing quantities of those products that undergo successful 
early development at NIH, and we know there are several private 
companies who have committed significant resources to develop- 
ment treatments or vaccines for Ebola, and we want to make cer- 
tain that those companies are involved in processes going forward. 

So it is my understanding you are saying you plan to include 
them and invite them. 

Ms. Lurie. So any company with a promising product is always 
welcomed into BARDA, and we have a system to sit and talk with 
them, determine whether they have promising candidates, and for 
them to submit proposals that get evaluated. What I can tell you 
in this sense is that it is generally NIH’s role to support the early 
development of products. It is BARDA’s role to support the ad- 
vanced development of products, and BARDA is, and will continue 
to support the advanced development of both vaccines and thera- 
peutics, and to get them scaled up so that if they work, they can 
be used in a mass vaccination campaign, or in therapies. 

Mrs. Blackburn. Thank you. I yield back. 

Mr. Murphy. Gentlelady yields back. 

I now recognize Mr. Waxman for 5 minutes. 

Mr. Waxman. Thank you, Mr. Chairman. 

Dr. Frieden, you and a number of other experts have said numer- 
ous times, and you said it here today, the key to protecting Ameri- 
cans from Ebola is stopping the disease at its source in West Afri- 
ca. 

Can you explain the approach being taken in West Africa to con- 
tain the spread of this disease? 

Mr. Frieden. In brief, to identify patients who have Ebola 
promptly, get them isolated and cared for safely, and in the event 
that individuals die, have them buried respectfully and safely with- 
out spreading disease. To turn off those 2 main drivers of the infec- 
tion; unsafe care and unsafe burial. That is what we have done to 
date in every outbreak until now, but the size, scale and speed re- 
quired now remains daunting. Instead of dozens or a handful of 
cases, still hundreds or thousands of cases to deal with. 

Mr. Waxman. So would you say the approach is working but the 
epidemic is moving too quickly to keep up with the amount of 
cases? 

Mr. Frieden. I think the decrease in cases in some areas within 
West Africa is proof of principle that the approach works, but we 
are still very far from the finish line. 
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Mr. Waxman. Um-hum. Well, what are the consequences of fail- 
ure in Africa? 

Mr. Frieden. If we are not able to stop the Ebola epidemic in 
West Africa, the risks are very high that it would spread to other 
parts of Africa because of travel within Africa. If that were to 
occur, then it could be a matter of many years before we would be 
able to control it, and the threat to the U.S. and other countries 
would be proportionately greater. 

Mr. Waxman. Well, some people say if that is the concern, why 
don’t we just seal off Africa, not let people travel here from Africa. 
Would that solve the problem? 

Mr. Frieden. From the standpoint of public health, we look at 
first and foremost protecting Americans from risk, protecting 
Americans from threats, and currently we have systems in place 
that trace each person who leaves one of the three affected coun- 
tries, each person who arrives to the U.S., and follows them for 21 
days. We have already had people develop fever who have called 
up the Health Department with the 24/7 number that we provided 
to them, and have been safely transported and safely cared for, and 
have ruled out for Ebola, but those systems rely on knowing where 
people are coming from and how they are getting here. 

Mr. Waxman. The President has asked for more money in a sup- 
plemental budget. A big portion of that is going to go to our efforts 
in Africa to try to stop and contain this disease, but some of that 
money is going to be used right here in the United States to en- 
hance U.S. Government response to the Ebola outbreak. The re- 
quest includes $621 million for CDC for domestic Ebola response. 
Can you give a brief summary of what programs and initiatives are 
covered by this funding? 

Mr. Frieden. Thank you. These would allow us to work with 
States so that all travelers are traced on a daily basis, and if they 
become ill, are promptly and safely taken to a facility that is ready 
to care for them. They would result in safer hospitals, not just from 
Ebola but also other infectious disease threats. There is a small re- 
search component that would allow us to implement a vaccine trial, 
probably in Sierra Leone, in the coming months to determine 
whether vaccination works. Other research would help us with 
rapid diagnostics so that we could detect more rapidly if someone 
became ill. We also would support all jurisdictions to be better pre- 
pared for Ebola and other infectious disease threats, have safer 
hospitals, more rapid response, and work very closely between the 
State and the hospital systems within the State on infection control 
generally, Ebola and other deadly threats, specifically, working 
very closely with the funding for ASPR and other parts of hospital 
preparedness. 

Mr. Waxman. Well, it seems to me that it shouldn’t be partisan 
in any way for us to give the grant of money the President has re- 
quested to deal with this terrible epidemic in Africa, and to protect 
Americans as well, and the request is quite balanced in helping us 
deal with the situation as we now have it. And past times, we have 
always had bipartisan support. But talking about here in the 
United States, what if we had a pandemic flu, that would certainly 
be a lot more dangerous because of how fast it could spread. Would 
these funds help us to deal with that? And secondly, are we pre- 
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pared for a pandemic flu? Do we have a stockpile of the medica- 
tions, and are we ready — as you said, we don’t know what will 
come next, but if that happened, are we ready for it? 

Mr. Frieden. We always work to be better prepared today than 
we were yesterday, and better prepared tomorrow than we are 
today. A pandemic of influenza remains one of the most concerning 
possibilities in all of infectious disease threats. The funding in the 
emergency funding request would assist this country, health de- 
partments, hospitals, the healthcare system, the public, to be better 
prepared for Ebola and other infectious disease threats, such as 
pandemic influenza, yes. 

Mr. Waxman. ok, thank you. Thank you, Mr. Chairman. 

Mr. Murphy. I now recognize Dr. Burgess for 5 minutes. 

Mr. Burgess. Thank you, Mr. Chairman. 

Before I start my questioning, I would like to submit for the 
record this document from the American Hospital Association for 
the record for today’s hearing. 

Mr. Murphy. Without objection. 

[The information follows:] 
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On behalf of our nearly 5,000 member hospitals, health systems and other health care 
organizations, and our more than 40,000 individual members, the American Hospital 
Association (AHA) appreciates the opportunity to submit this statement for the record as part 
of the hearing on the government’s response to fighting Ebola. 

America’s hospitals are dedicated to the health and safety of every patient and health care worker 
and have joined together with physicians and nurses to work to protect patients and caregivers. 
We, along with the American Medical Association and American Nurses Association, believe 
that a solution-oriented, collaborative approach to Ebola preparedness is essential to effectively 
manage the care of Ebola patients domestically. Our members are using the most recent guidance 
from the Centers for Disease Control and Prevention (CDC) and the resources available to them 
in order to continue to train nurses, doctors and other staff who would be involved in caring for 
these patients. Hospitals are repeatedly drilling and exercising on the entire course of care, from 
diagnosis to final waste disposal, using the same equipment on which they will rely in order to 
safeguard their staff, patients and communities. This includes proper procedures for putting on 
and taking off appropriate personal protective equipment (PPE) under the watchful eye of a 
trained observer and proper handling and disposal of waste. 

Since this summer, when the CDC began to warn providers to be on the lookout for travelers 
from the Ebola-stricken region of West Africa, the AHA has shared information with the hospital 
field to help them prepare to detect, diagnose and safely treat potential Ebola patients. We 
continue to send numerous advisories and alerts to the field as new guidance and resources are 
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released. We also have convened multiple forums with officials from CDC and other agencies, as 
well as hospital leaders, to answer questions and share lessons learned. All of this information 
has been consolidated on our website at www.aha. ore/ebola . It also includes links to lessons 
shared, video demonstrations and toolkits from hospitals with Ebola experience, such as Emory 
University Hospital and the University of Nebraska Medical Center, as well as state public health 
departments. 

Below, we detail how hospitals are preparing and the standards they are meeting, as well as the 
resources hospitals need to assist them in these efforts. Ensuring safe care for patients and 
protecting health care workers and communities from infectious diseases like Ebola also 
demands the combined efforts of inter-professional, state and federal organizations. 


HOW HOSPITALS ARE PREPARING 

Hospitals take very seriously their responsibility to safeguard patients and the public’s health. 
That includes the health of their staff. There is no more valuable resource than the selfless, 
caring women and men of America’s hospitals. Assertions that hospitals would put financial 
considerations before the lives and health of their staff are outrageous and totally unfounded. 

Using lessons learned from hospitals that have treated Ebola patients, and from caregivers 
working on the frontlines in West Africa, hospitals have increased their readiness to respond to 
the Ebola crisis. Below are just a few examples of how hospitals across the country are 
preparing their facilities, securing necessary supplies, training staff and repeatedly drilling to 
ensure everyone knows how to safely care for a patient with a suspected or confirmed case of 
Ebola. We can provide the Committee with additional examples upon request. 

New York City Health and Hospitals Corporation (HHC). The largest municipal health 
system in the country with 1 1 acute care hospitals, HHC has been rigorously training staff and 
conducting drills on how to detect, diagnose, isolate and properly treat Ebola. Since mid- 
September, HHC has sent trained staff members pretending to be patients with potential 
symptoms of the disease - travel history, fever, headache and stomach pain - to all 1 1 of its 
emergency departments (EDs) to test their preparations. The drill takes staff through the 
detection and isolation stages, including the use of PPE. Once the “patient” is revealed to be an 
actor, staff review what occurred with trained observers to fine-tune their protocols. Hospitals 
throughout the New York City area are regularly conducting similar drills. 

Florida Hospital. The health system has been preparing for the possibility of Ebola for 
months, stressing stringent PPE protocols and training. It has created an Ebola care team 
consisting of 100 health care worker volunteers from various departments, including the ED, 
respiratory care, critical care, obstetrics and pediatrics. The health care worker volunteers have 
received even more extensive hands-on training in the safe use of PPE. While any of the 
system’s locations are prepared to identify and isolate a potential Ebola patient, two facilities 
have been designated to treat a confirmed Ebola patient. The rooms have their own ventilation 
systems, are separate from other patient units and have a separate entrance and exit. For more 
on their preparation efforts, see the video the system has created and shared. 


2 



59 


Mount Sinai Health System. The system’s seven New York-area hospitals and affiliated health 
providers, in conjunction with the New York City Department of Health and Mental Hygiene 
and Greater New York Hospital Association, sprang into action after the CDC’s July 28 health 
advisory. The incident management system was activated, notifying the Chief Medical Officers, 
ED leadership, faculty and staff, and Infectious Disease Division. Providers quickly initiated 
procedures for the screening for travel and symptoms, isolation of suspected cases to ensure 
rapid evaluation, and notification and coordination of diagnostic testing with the local health 
department. An Incident Action Plan was developed and distributed targeting key areas such as 
EDs and outpatient clinics. Strict isolation protocols were put in place out of an abundance of 
caution, and an inventory of PPE was conducted, A screening tool was added to the electronic 
health record, and the physical plant was assessed to identify best locations for patient care. The 
system was tested on Aug. 4 when a patient with potential symptoms presented. He tested 
negative for Ebola, but the experience allowed the system to fine-tune its response. Like other 
New York hospitals, it continues to conduct drills and secret patient exercises. 

External Partners. Hospitals continue to actively plan with their local partners, as well as the 
state. One example is on the management of ambulance Ebola waste. Ambulance providers 
need assistance with proper disposal of waste following the transporting and hand-off of an 
Ebola patient. Ambulance personnel also need assistance with the removal and disposal of 
their PPE. Hospitals and their local emergency medical services (EMS) providers have been 
working together to develop specific policies and procedures to address this area of their 
planning. Among other policies and procedures, hospital personnel (in appropriate PPE) will 
come out and meet the ambulance in the bay and transfer the patient to a designated area inside 
the facility. Hospital personnel plan to monitor and assist in the EMS personnel removal 
process, if needed. Hospitals also have an adequate supply of drums to collect, store and 
prepare for the hauling of medical waste, not only for their facility, but also for their EMS 
partners. 


A MISSION OF SAFETY 

Some have called for additional regulation of hospitals. As you will see below, however, hospital 
safety is already highly regulated. At best, new regulations would create additional burden for 
providers without improving safety for patients and health care workers. At worst, they could 
result in hospitals trying to navigate their way through conflicting and out-of-date requirements 
and stymie innovation that could result in better outcomes for patients, as well as hospital staff. 

The existing infection prevention and control standards, including their assessment and 
enforcement by regulatory, accrediting and certifying bodies, have proven to be effective, 
functional and appropriate, and substantial resources are dedicated to their continuous 
maintenance and improvement. 

Safety is our Highest Priority. The health and safety of every patient - and the health care 
workers who care for them - is hospitals’ paramount concern. As such, hospitals and health care 
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systems have long had in place effective and comprehensive programs that protect patients and 
health care personnel. 

Compliance is Not Voluntary. Continuous education and training of new and current 
employees is the cornerstone of hospital infection control and employee health programs. This 
includes ongoing practice and refresher training. These programs are not “voluntary,” as some 
have suggested. They are mandated by the Centers for Medicare & Medicaid Services (CMS) 
and all accrediting agencies with deemed status from CMS, such as The Joint Commission. To 
participate and receive reimbursement from Medicare and Medicaid, hospitals must comply with 
program conditions of participation, and the standards of the accreditation organizations and 
state agencies. The basis for CMS’s standards is evidence-based guidelines from the CDC. 

Hospitals that do not comply with CMS standards risk loss of their Medicare and Medicaid 
certification, or even their operating license, if CMS determines the facility has unsafe conditions 
related to infection control standards or life safety codes. 

Hospitals also must comply with the U.S. Occupational Health and Safety Administration’s 
(OSHA) Bloodbome Pathogen regulations, General Industry Respiratory Protection standard and 
the General Duty clause. OSHA actively enforces compliance. 

Improving Care and Safety for All. Hospitals devote much time and effort to facility-wide 
performance measurement and improvement. Hospitals are committed to a safety culture, as 
demonstrated through many successful programs focused on sustained infection reduction. 
According to the Department of Health and Human Services, hospital-acquired conditions 
decreased nine percent during 2011 and 2012. National reductions in adverse drug events, falls, 
infections, and other forms of hospital-induced harm are estimated to have prevented nearly 
15,000 deaths in hospitals, avoided 560,000 patient injuries, and saved approximately $4 billion 
in health spending over the same period.' 

RESOURCES KEY TO PREPAREDNESS 

Preparedness is not a one-time investment. Rather, it is a dynamic process that changes over 
time. Hospitals and health systems have learned from each emergency situation, and it is crucial 
that they have the appropriate funding to adopt best practices, incorporate new technology into 
their emergency readiness plans and have the ability to care for their communities when a 
pandemic, disaster or terrorist attack occurs. 

The Hospital Preparedness Program (HPP), the primary federal funding program for hospital 
emergency preparedness, has provided resources since 2002 to improve health care 
surge capacity and hospital preparedness for a wide range of emergencies. The HPP has 
supported enhanced planning and response, facilitated the integration of public and private sector 
medical planning to increase the preparedness, response and surge capacity of hospitals, and has 
led to improvements in state and local infrastructures that help hospitals and health systems 
prepare for public health emergencies. These investments have contributed to saving lives during 
many events, such as the Joplin tornado and the Boston Marathon bombing. 
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However, authorized funding levels and annua! appropriations for the HPP have significantly 
declined since the program began. Congressionrdly authorized funding and appropriations for the 
HPP was $515 million per year in the early years of the program. The Pandemic and All-Hazards 
Preparedness Reauthorization Act of 2013 reduced authorized funding for the HPP to $374.7 
million per year for fiscal years (FYs) 2014 through 2018. For FY 2014, Congress appropriated 
only $255 million for the HPP, more than a 50 percent reduction from prior years. Similarly, the 
president’s FY 2015 budget proposal recommended only $255 million for the HPP. 

While the HPP has been of assistance to hospitals, all too often, the dollars appropriated by 
Congress for hospitals have been siphoned off. In the current situation, as hospitals are on the 
frontline dealing with Ebola, there needs to be a dedicated fund that will provide assistance 
directly to them. At a minimum, if funds are to flow through the HPP, Congress should legislate 
that at least 90 percent of those funds be provided directly to hospitals. 

State governments are working with their state hospital associations and hospitals to designate 
Ebola treatment facilities. While all hospitals are prepared to identify, isolate, protect patients 
and other health care workers, and contact their local health department and the CDC in the 
instance of a possible Ebola patient, hospitals are stepping up to be designated facilities in their 
individual states. Funding must be provided to all hospitals designated by a state, as they have 
assumed a greater responsibility. There should not be a limitation imposed at the federal level on 
funding for hospitals so designated by a state. 

We appreciate the interest by the Congress in providing much-needed funds to combat Ebola 
both domestically and abroad. As stated above, however, we believe a dedicated funding stream 
needs to be provided to designated hospitals. In addition, we are working with a number of our 
designated hospital members to ascertain what level of funding they will need and look forward 
to working with the Committee. The examples below represent the needs of hospitals. 

SUNY Upstate University Hospital in Syracuse is one of 10 New York hospitals designated by 
Oov. Andrew Cuomo to treat Ebola cases. The hospital estimates its cost of Ebola preparedness 
could be in the hundreds of thousands dollars. Most of the 555-bed hospital’s costs are related to 
Ebola training, modifying physical plant and providing personal protective and diagnostic and 
other testing equipment for a four-bed Ebola unit. 

The University of Nebraska Medical Center (UNMC) in Omaha, which has treated patients who 
contracted Ebola in West Africa, also says additional resources are needed. The resources should 
be aligned with those hospitals that are likely to receive patients and transfer them after they are 
initially identified and stabilized elsewhere. 

The medical center required 40 to 60 staff members for each case. Five medical workers tended 
to a single patient during each 12-hour shift, plus laboratory and other staff. One room was taken 
up by the laboratory, which was moved closer to the patient to keep it separate from other 
samples, and two rooms were set aside for clean supplies and dirty supplies. Preparation is 
costly. UNMC estimates it cost about $ 1 .6 million to treat the first two patients directed to them 
by the federal government. In addition to the direct treatment costs, the hospital estimates it has 
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incurred $148,000 so far in costs to take beds near the Ebola treatment ward out of service. As 
additional patients are directed to UNMC, the hospital will incur additional costs for treatment. 


CONCLUSION 

Ebola is a new disease in the United States. As such, it is understandably frightening for many. 
But America’s hospitals and health care providers have a long history of battling new diseases - 
and defeating them. 

Our nation’s hospitals, professional physician and nursing organizations remain in 
communication with one another and with our nation’s public health institutions at the local, 
state and national levels. We are committed to maintaining a strong collaborative effort to 
address this public health threat. 

Hospitals are working hard to improve readiness and reassure their communities. They have 
learned from the experiences of organizations that have treated these first few Ebola patients and 
are updating the strategies they had put in place based on the latest scientific evidence and 
guidelines. They are taking the real-life experience of a handful of hospitals, and using it to 
strengthen the readiness of all. 

We stand ready to work with the committee to enhance the safety of every patient, health care 
worker and community in America. 


‘ Department of Health and Human Services. May 7, 2014. Accessed at: 
httD://www.hhs.gov/news/Dress/20 14Dres/05/20 1 40507a.html . 
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Mr. Burgess. And, Dr. Frieden, the administration’s additional 
funding request states that money will go toward 50 Ebola treat- 
ment centers throughout the United States. Some States — Texas — 
have already started to designate sites on their own. So will State- 
designated centers be included in that number 50, or will that be 
in addition to? 

Mr. Frieden. I will comment, and Dr. Lurie may want to con- 
tinue. 

Our approach is to strengthen the statewide systems. It would be 
the States that would be responsible for — in collaboration and com- 
munication with hospitals, determining which hospitals would be 
used, but what we have asked each State to do is four things re- 
lated to the active monitoring program. First, establish the pro- 
gram, including information flow from the State Health Depart- 
ment to local health departments. Second, establish a 24/7 hotline 
for any traveler or anyone who thinks they may have Ebola, to call 
so that they can be safely managed. Third, establish safe transport 
between wherever that person calls from, and the facility that the 
State has decided will be the facility to assess them or treat them 
for Ebola. And the fourth is to work with their hospitals to identify 
facilities that are able to do that assessment and treatment. 

Mr. Burgess. I would just add, it would be great if you had a 
24/7 hotline for hospitals when they find that that suspected pa- 
tient is on their doorstep at 3 o’clock in the morning. 

But, Dr. Lurie, let me ask you the same question. The 50 centers 
that are designated in the President’s budget request, is that in ad- 
dition to the State-designated centers, or would those two State- 
designated centers in Texas fall under the purview of the 50 cen- 
ters that President Obama is describing? 

Ms. Lurie. So as Dr. Frieden said, our process and our plans 
have been to work through the States to identify facilities. The 
process works basically 

Mr. Burgess. So make 

Ms. Lurie [continuing]. As such 

Mr. Burgess. Make it real simple. The 2 centers that Governor 
Perry has designated in the State of Texas, do those fall under the 
parameters of what the President’s budget request as it exists 
today? 

Ms. Lurie. The funding will go to the States, and the States, in 
conjunction with the hospitals, will determine which of the hos- 
pitals will serve as infectious disease containment centers or the 
Ebola treatment centers. 

Mr. Burgess. I guess that is as close as I am going to get to an 
answer. 

Let me just ask you a question. Dr. Lurie. Do you report to Ron 
Klain? Is that someone how who is in the hierarchal reporting 
structure that you have? Is he a person to whom you report? 

Ms. Lurie. I report to the Secretary, and I interface with Mr. 
Klain on a very regular basis. 

Mr. Burgess. Well, in your testimony, you say that, under the 
national response framework, my office, your office is responsible 
for coordinating the Emergency Support Function Number 8 Re- 
sponse, which is listed here. So where does Mr. Klain’s responsi- 
bility fall in the Emergency Support Function Number 8? 
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Ms. Lurie. So during different kinds of events in the United 
States, whether they are national disasters or whether they are 
other kinds of emergencies, either FEMA is activated, as it is for 
hurricanes and floods, and I know we have worked together in 
Texas on a number of those things, FEMA is activated in Emer- 
gency Support Function Number 8, public health and medical serv- 
ices are activated under that framework. 

In other kinds of emergencies 

Mr. Burgess. And that is — let me just interrupt for a minute. 
And that is under the coordination and control of Secretary 
Burwell, is that correct? 

Ms. Lurie. Emergency Support Function 8, yes. 

Mr. Burgess. Does Mr. Klain have a role with Emergency Sup- 
port Function Number 8? 

Ms. Lurie. So in this situation, we have not had a declared na- 
tional emergency, FEMA has not been activated, however, we do 
have, obviously, a very serious situation in the United States, and 
Mr. Klain is the national 

Mr. Burgess. Let me interrupt you for a moment because 

Ms. Lurie [continuing]. Coordinator for this country. 

Mr. Burgess [continuing]. My time is going to run out. So I 
guess it is not fair to say that you have an emergency plan, but 
do you have a very serious situation plan that you are working 
under? 

Ms. Lurie. We are doing very aggressive planning, both for what 
we have in the here and now, and for all the what ifs. And we work 
across HHS and with all of the rest of the components of the Fed- 
eral Government on that what-if planning. 

Mr. Burgess. And I am going to assume that you will be able 
to make the details of that plan available to the committee staff? 

Ms. Lurie. It continues to be in draft. We continue to work 
through the what-if with our partners across Government, yes. 

Mr. Burgess. Well, yes was the answer, you will 

Ms. Lurie. Yes, we can — when we have the rest of the plan to- 
gether, it is something that is a whole-of-Government plan, it is not 
an HHS plan. 

Mr. Burgess. OK, well, it is time. 

And then. Dr. Frieden, I just have to ask you. We had 2 nurses 
that worked at Presbyterian Hospital that were infected. I am just 
going to tell you, when you get that call at 2 o’clock on a Sunday 
morning that a nurse has been infected, you don’t have a lot of con- 
fidence that things are working the way they were outlined. 

Do you have any insight as to how those two nurses became in- 
fected, and what we can do to protect our healthcare workers going 
forward? 

Mr. Frieden. While we don’t know definitively how those infec- 
tions occurred, the evidence points to them having been infected in 
the first 48 hours after Mr. Duncan was admitted to the hospital, 
before his diagnosis was confirmed. That is consistent with the pe- 
riod of time between onset of symptoms and exposure. It is also 
consistent with the observations of the team from CDC that arrived 
on the day of diagnosis of Mr. Duncan, and found that in the in- 
tense efforts of the healthcare workers to protect themselves, they 
may have inadvertently increased their risk by some of the ways 
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that they were working with personal protective equipment. And 
that is why CDC immediately strengthened the margin of safety, 
and established new guidelines for personal protective equipment 
that include, as 2 critical components, practicing repeatedly so that 
healthcare workers have comfort with the equipment they will be 
using, and direct observation of every step of putting on and taking 
off the protective equipment. 

Mr. Burgess. And this just underscores why it is so important 
to have those treatment centers available around the country, be- 
cause I can just tell you, the average ICU is not set up for that 
type of activity of the donning and doffing of the protective equip- 
ment. 

I also have a problem with the time frame that you just enumer- 
ated because Mr. Duncan’s family never became symptomatic, and 
I would suspect it is later in the course when he was throwing off 
really massive amounts of viral particles where the greater risk for 
exposure to those healthcare workers occurred, but I am sure you 
and I will have future discussions about that. 

I will yield back. 

Mr. Murphy. And just to clarify. Dr. Frieden, during that time 
Mr. Duncan — at what point did he actually disclose that he had 
been in Western Africa and been exposed to Ebola? 

Mr. Frieden. My understanding is that he disclosed that he was 
from West Africa on the earlier emergency department visit, which 
started on the 25th of September. He was admitted on the 28th of 
September. 

Mr. Murphy. OK, thank you. 

Now Mr. Green is recognized for 5 minutes. 

Mr. Green. Thank you, Mr. Chairman. 

And to follow up my colleague from Texas, I know our State has 
designated two locations, but about 2 months ago I was at the 
Texas Medical Center in Houston and there was some interest in 
trying to do that, too, and that may not be one of the two locations 
that the Governor has designated, but I will have a question later 
for Dr. Gold from the University of Nebraska how it was unique 
that the University of Nebraska created that facility there and how 
it happened. 

But let me get to my questions for you. Dr. Frieden. What is the 
process and timeline for updating and communicating changes to 
protocols to local healthcare providers — because we know there was 
an issue about that last month — what is the process, or have the 
processes changed at the CDC from what we did, say, in October? 

Mr. Frieden. With respect to CDC guidelines, we use the latest 
data, information and experience to develop guidelines. We consult 
widely with affected parties to get input, and then as soon as we 
have a clear set of guidelines that we communicate, we then dis- 
seminate those through a wide variety of networks. 

Mr. Green. What we have learned from the fear is isolation and 
personnel protection from the experience at Texas Presbyterian, 
and how are these lessons being shared with other hospitals so we 
can avoid the same errors. And, again, the feeling that somebody 
shows up at 3 o’clock at one of my not-for-profit hospitals in urban 
Houston, how are they going to be able to deal with something like 
that? 
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Mr. Frieden. We are dealing with this from both sides of the 
equation. First, the patient side, and what we have done is for 
every single person coming from West Africa, they are greeted, 
they are asked detailed questions, their temperature is taken, and 
they are provided a care kit that includes a thermometer, a log for 
taking their temperature, a wallet card with a 24/7 number to call, 
and we have already had multiple times in the past few weeks in- 
dividuals take their temperature, find that they had an elevated 
temperature, call that number, be safely transported to, and safely 
cared for in, a facility. They all ruled out for Ebola, but the system 
worked in those cases. 

We can’t guarantee that it will work in every case, and that is 
why we are working very intensively with hospitals throughout the 
U.S. to prepare them for the possibility that they could have some- 
one with Ebola. We have released guidelines, we have done, in con- 
junction with the rest of HHS, training sessions, we have had hos- 
pital visits by rapid Ebola preparedness teams to more than 30 
hospitals in more than 10 States, and we will continue to work in- 
tensively with the healthcare system so that they are increasingly 
well prepared to address a possible case of Ebola. 

Mr. Green. The CDC is not a regulatory agency. How can you 
provide clarity over the CDC’s authority and responsibilities in set- 
ting and enforcement of these protocols? Do you have any authority 
and enforcement over hospital settings? 

Mr. Frieden. CDC provides guidelines and information. We pro- 
vide tools and feedback to facilities. We do not regulate in this 
area. That would be up to other entities within the Federal and 
State Governments. 

Mr. Green. OK, thank you. 

Dr. Lurie, without a commercial market, the development and 
manufacture of many medical countermeasures, like those against 
Ebola and other infectious diseases, require a public-private part- 
nership. Congress recognized this when it created the Project Bio- 
shield, successfully driving innovation by providing a stable source 
of funding so that a reliable market for medical countermeasures 
was in place. 

Dr. Lurie, as you know, the development and medical counter- 
measure for a biological threat agent can take a decade or more, 
and often $1 billion to develop. The U.S. Government research on 
Ebola countermeasures goes back a decade, but the level of invest- 
ment and urgency was not enough to prepare us for the current sit- 
uation. Can you provide a dollar figure on how much investments 
you perceive is needed for Ebola vaccines and drugs to allow us to 
get to the chance of successfully developing a product? 

Ms. Lurie. So I am sorry, I didn’t hear the last part of the ques- 
tion. 

Mr. Green. OK. Can you give 

Ms. Lurie. Could I provide a dollar figure for what? 

Mr. Green. Can you provide us an estimated dollar amount on 
how much investment you perceive is needed for Ebola vaccines 
and drugs to allow us the best chance of successfully developing 
these products? Again, like I said earlier, our research program in 
Ebola has been going on for a decade. Are there any resources you 
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could use that would — and how much would we need to do to get 
the drugs 

Ms. Lurie. Absolutely. 

Mr. Green [continuing]. And vaccines? 

Ms. Lurie. And, in fact, one of the reasons that we now have two 
vaccines that are finishing safety trials is because of prior invest- 
ments made across the U.S. Government in trying to develop an 
Ebola vaccine, and also with Ebola therapeutics. As you know — 
may know right now, those vaccines are finishing those early trials 
and, thanks to money that was provided in the CR, we have been 
able to accelerate some of the work both on vaccines and on thera- 
peutics. 

Whether these vaccines work is going to be something that we 
are going to learn over the next coming months with the trial in 
West Africa. At the same time, we have now gone ahead and in- 
vested in the advanced development of 3 other vaccine candidates, 
and additional ways of scaling up and making the therapeutics so 
that we never put all of our eggs in one basket. We always want 
to do better, and we will continue to do that through the invest- 
ments. 

We have really appreciated the support from Congress, from 
BARDA, and Project Bioshield in this regard. 

Mr. Green. OK, thank you, Mr. Chairman. I know I am out of 
time, and I want to thank our colleague — our panel today, and I 
am waiting for our second panel. 

Mr. Murphy. Gentleman yields back. 

Now I recognize the chairman emeritus, Mr. Barton, for 5 min- 
utes. 

Mr. Barton. Thank you, Mr. Chairman. 

And Congressman Green didn’t want to brag, but he has a family 
member who is very active in this up at Nebraska, and we appre- 
ciate his family being on the frontlines, and I am sure he is — I 
think it is your daughter — isn’t it your daughter that works up 
there? So we want to welcome out witnesses, and on the second 
panel. Dr. Lakey, from Texas, we are glad that you are here. 

My first question, I am going to ask the Rear Admiral, the Acting 
Surgeon General. I believe that we should treat this first and fore- 
most as a health issue and not as any other kind of an issue, and 
it puzzles me that we have not really effectively put in a travel ban 
from West Africa. I know we have alerted people and all of that, 
but when we had the hearing down in Dallas-Fort Worth, at the 
airport, the answer we got was because we need to send personnel 
over there, we don’t want to prevent people traveling to here. 

As a pier public health official, as the Surgeon General, why 
would we not put in a true quarantine and just fiat prevent any 
travel from West Africa? 

Mr. Lushniak. Well, certainly, as stated, and have a strong be- 
lief in this, is that currently as we have it, you know, the idea of 
having a travel ban prohibits all travel. To some extent there is 
that sense of travel of healthcare workers to Western Africa, and 
I stated earlier the real resolution to this issue is solving the prob- 
lem in West Africa, but at the same time, instilling a travel ban 
has a total loss of control of who enters and how they enter this 
country. And as Dr. Frieden stated earlier, we have set up these 
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systems, the systems that are in place right now allow us to know 
where people are coming from, it allows us to track them appro- 
priately through the public health endeavors at the State and local 
level, and to be able ultimately to follow them appropriately, to be 
able to intervene if symptoms appear, and then be able to direct 
them, detect them appropriately and to instill the right response 
for that. 

So right now as the system works, as the Acting Surgeon Gen- 
eral, I find that the appropriate course of action. 

Mr. Barton. OK. Well, it just puzzles me, if we were to have a 
health outbreak, tuberculosis or something, there wouldn’t be any 
question in my area that the Texas Department of Health would 
put a true quarantine in place. And I understand some of the ex- 
ternal reasons, but, you know, if you are trying to contain an epi- 
demic, it is old-fashioned but an absolute ban and absolute quar- 
antine does work. 

I want to ask Dr. Frieden, there has been some concern that per- 
haps we don’t really know how this disease is transmitted, and un- 
less something has come out very recently, some of the individuals 
in Texas that were potentially infected and put on the watch list 
had no apparent means of transmission, yet they were sympto- 
matic. Is your agency conducting any research right now to see if 
perhaps there might be more methods of transmission than we 
think exist today? 

Mr. Frieden. We do a broad variety of research specifically on 
Ebola and on the public health spread and epidemiology of it. The 
two infections that occurred in this country of the two nurses at 
Texas Presbyterian are infections that occurred at a time when Mr. 
Duncan was highly infectious. He had production of large quan- 
tities of highly infectious material, through diarrhea and vomiting, 
and that would be our leading explanation of how they are most 
likely to have been infected, although we do not know for certain. 

We describe what we see, and what we see in Africa is that peo- 
ple become infected by caring for or touching someone who is either 
very ill with Ebola or who has died from it. And when we analyze 
the amount of virus in a patient’s body, it goes from undetectable 
when they are exposed but not ill, to very small quantities when 
they first become ill, and then as they get sicker, the quantities in- 
crease enormously. And if someone dies from Ebola, the quantities 
are quite large 

Mr. Barton. Well 

Mr. Frieden [continuing]. Of infectious material. 

Mr. Barton [continuing]. As a medical professional yourself, 
what is your confidence level that there is no other method of 
transmission than we know about today? In other words, are you 
100 percent certain that there is no other way, are you 70 percent 
certain? 

Mr. Frieden. In medicine, we say never say never. So I would 
not be surprised if there were unusual occurrences of spread from 
a variety of ways, but the way it is spreading by and large in Afri- 
ca, the way it spread here, and the risk to people here are brought 
by those two main mechanisms of touching body fluids of someone 
very ill. I will mention that one of the things that we looked at in 
our new guidance in the U.S. is what is done in U.S. healthcare 
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facilities is very different from what is done in African healthcare 
facilities. There is more hands-on nursing care. There may be arti- 
ficial respiration or ventilation of someone, and that may generate 
infectious particles and that is why we have strengthened the level 
of respiratory protection in our personal protective equipment 

Mr. Barton. Thank you. 

Mr. Frieden [continuing]. Guidelines. 

Mr. Barton. Thank you, Mr. Chairman. My time has expired. 

Mr. Murphy. Thank you. 

Now I recognize Mr. Braley for 5 minutes. 

Mr. Braley. Thank you, Mr. Chairman. 

And, Dr. Lurie, I want to clarify some of the questions that Con- 
gresswoman Blackburn was asking you earlier because, at our first 
hearing on October 16, Dr. Fauci was kind enough to present us 
with some materials and walked us through them, including this 
product development pipeline, which I think you described in your 
testimony, talking about early concept and product development 
being the province of NIH, the advanced development being the 
province of BARDA, then commercial manufacturing by the indus- 
try itself, and then regulatory review. And then the next page in 
his presentation dealt with Ebola therapeutics and development. It 
is my understanding these are the treatments that are being devel- 
oped for the symptoms of the Ebola virus, as opposed to a vaccine 
that would hopefully prevent the virus from spreading, correct? 
And then he had a slide that talked about the Ebola vaccines that 
were in or approaching phase 1 trial. The first one is the 
GlaxoSmithKline, the second one was NewLink Genetics, which is 
based in Ames, Iowa, and when I asked him questions about that 
at the time, and I also questioned Dr. Robinson, in this particular 
slide, it appeared there were only two companies; GlaxoSmithKline 
and NewLink, that actually had phase 1 trials ongoing. 

Has there been any change to that since our hearing on October 
16? 

Ms. Lurie. Since the hearing on October 16, the phase 1 trials 
have been underway. They are almost completed. We are analyzing 
the data, and I think we are all very optimistic that we will be able 
to start the next phase of the trial, which will be a randomized con- 
trol trial with both of those vaccines in West Africa. 

Mr. Braley. This slide indicated that there was a third company, 
Crucell, but they were not expected to engage in phase 1 trials 
until the fall of 2015, which is a substantial ways away from where 
we are today. 

Ms. Lurie. There are other potential vaccine candidates in the 
pipeline. We are supporting some of those, but you are right, they 
are behind this timeline, and we are right now focused on trying 
to figure out if these vaccines are safe and effective, and if they 
are, get them into use to control the epidemic in West Africa. 

Mr. Braley. And 

Ms. Lurie. So part of the emergency funding request will be 
$157 million for BARDA to continue to accelerate the development 
and manufacturing of vaccines and therapeutics for this outbreak. 

Mr. Braley. And my understanding from talking to the folks at 
NewLink Genetics is that these clinical trials that have been ongo- 
ing at Walter Reed and the National Institute of Allergy and Infec- 
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tious Disease have been progressing well, that there has been good 
rapport between the oversight agencies and the company involved, 
and that there is continuing to be ongoing interactions with the De- 
partment of Defense sponsors as well, which would be the Defense 
Threat Reduction Agency and the Joint Vaccine Acquisition Pro- 
gram. Is that your understanding as well? 

Ms. Lurie. That is. In fact, every week, either once a week or 
twice a week, I run a call with all of the parties, NIH, CDC, FDA, 
BARDA, the DoD components, so that we are all joined at the hip 
through every step of the process. We know what is going on, we 
share information, we know what to anticipate. 

FDA has been a really key partner in this as well because, in 
fact, it is their regulatory authority that is going to determine, you 
know, ultimately what moves forward and what doesn’t, as well as, 
obviously, the results from the trial. I never thought I would find 
myself in this situation, but I am saying we are all racing to catch 
up with FDA. It is a great situation to be in, that everybody is 
working extremely effectively together. 

Mr. Braley. Great. 

Dr. Lushniak, Mr. Barton asked you a question about trying to 
contain an epidemic with an absolute quarantine. Is there an Ebola 
epidemic in the United States right now? 

Mr. Lushniak. There is not an Ebola epidemic in the United 
States. The epidemic is, at this point in time, limited to Western 
Africa, and once again, that is why we are trying to contain it 
there. 

Mr. Braley. And one of the things that we have talked about 
during these hearings is the importance of focusing on facts and 
science and medicine. In 1900, the two leading causes of death in 
this country were influenza, pneumonia and tuberculosis, and nei- 
ther one of those are a leading cause of death anymore because of 
the response of science and medicine and public health. 

So when you look at the fact that, in 2012, there were 35 million 
people living with HIV around the globe, and that there are cur- 
rently 14 to 15,000 diagnosed cases of Ebola, it seems to me that, 
with the proper application of science and medicine and public 
health, we should be able to manage this crisis if we devote the 
necessary resources on a global basis. Would you agree with that? 

Mr. Lushniak. Yes, I agree. 

Mr. Braley. Thank you. 

Mr. Murphy. Mr. Scalise, you are recognized for 5 minutes. 

Mr. Scalise. Thank you, Mr. Chairman, and I appreciate you 
having this second hearing on Ebola. And I want to thank the pan- 
elists for coming. I would have liked to have seen Mr. Klain be a 
part of this. I know the committee has made a request for him to 
appear. I am not sure what, you know, if he is the Ebola czar, what 
his real role is if he is not going to be coming before the committees 
that hold the administration accountable, and have some trans- 
parency to talk about it. I hope he is not planning just to be a prop- 
aganda czar; that he would actually be focused on working with us 
to get solutions to this, but I do want to thank the panelists that 
are here. 

Dr. Frieden, the last time that you were here we had talked 
about a number of things. One of those was the comments that we 
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heard from Samaritan’s Purse. It is a group that is going to he on 
the second panel. I am not sure if you saw their testimony. One 
of the things I had asked you about were some of their comments 
they had previously made, that they were blown off, in essence, by 
your agency, and I had asked if you knew about that. You said you 
had heard about it, hadn’t looked into it. Have you looked into it 
to see what is going on? There are some people in your agency that 
maybe warrant taking advice from groups like that seriously 
enough. Can you follow up on that last conversation we had about 
those complaints that Samaritan’s Purse made? 

Mr. Frieden. I am not familiar with suggestions or complaints 
or concerns that have been raised with us that we have not ad- 
dressed. I have received one communication from Samaritan’s 
Purse, a very helpful communication about safety of our own staff, 
and we immediately acted upon that. 

Mr. ScALiSE. At the last hearing, I had read to you some com- 
ments that they had made. One was a quote where they said they 
kind of blew me off, and then they made some other comments that 
implied that maybe they weren’t being taken seriously by your 
agency. They never said it was you, but I asked if you had looked 
into that or heard about it. Your quote was, “I don’t know that that 
occurred,” and then you had said you would look into it, and so 
that is why I was asking if you had looked into it since our last 
hearing. 

They make some other claims in their testimony that they are 
going to give today. This is some of the comments that they make: 
“Many public health experts are telling us that we know the dis- 
ease, how to fight it and how to stop it. Everything we have seen 
in this current outbreak, however, suggests that we do not know 
the science of Ebola as well as we think we do.” Do you agree with 
that statement, or have any response? 

Mr. Frieden. I think we are certainly still learning about Ebola 
and what is the best way to fight it. That is a critical component 
of our activities, it is a critical component of the emergency funding 
request as well. 

Mr. ScALiSE. All right. They also say the disease has been under- 
estimated from day 1. Do you know if that maybe was going on, 
is it still going on, do you think that it was being underestimated, 
maybe now not being underestimated to that level? 

Mr. Frieden. CDC publications estimated the degree of under- 
reporting could be as high as a factor of 2.5 back over the summer. 
Our sense is that that is likely to have decreased in some areas. 
Fundamentally, the more out of control it gets, the more systems 
don’t keep up with it, including systems to track the disease, and 
if patients don’t have a place to come in, they are much less likely 
to be counted and accounted for. 

Mr. SCALISE. Is there any new conversation that you have had 
with the administration, especially the White House, about what 
has been talked about by a lot of our Members of having some sort 
of travel ban, or at least a holding period for folks who are over 
there, having direct contact with people in West Africa that have 
Ebola, and then come back into the United States, to at least have 
some longer period to look at them to make sure they don’t come 
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back with Ebola? Have you all had those conversations since we 
last met? 

Mr. Frieden. Yes, we have. My top priority as CDC director is 
to protect the American people, and I have said, and others have 
said, that we will look at anything that will reduce the risk to 
Americans. What we don’t want to do is inadvertently make it 
worse by, for example, interfering with the system that we have 
now which allows us to track people when they leave, when they 
arrive, and for 21 days after. We are at 100 percent follow-up in 
most States for people who have come into this country, and that 
kind of system, if we don’t have it, could result paradoxically in a 
greater rather than a lower degree of risk. 

Mr. ScALiSE. Well, let me ask you about Ron Klain because, 
again, we did ask that he come and participate in this. He has been 
designated by President Obama as the Ebola czar. Have you had 
contact with him about strategy about how to deal with this? 

Mr. Frieden. Mr. Klain is the Ehola Response Coordinator. I 
have frequent contact with him. He coordinates the response of dif- 
ferent parts of the U.S. Government. He advances 

Mr. ScALiSE. Have the two of you all had any disagreements on 
how to approach this? 

Mr. Frieden. No, we have not. 

Mr. ScALiSE. None. If you did, who would ultimately make the 
decision, if you felt we ought to go this way and he felt the admin- 
istration ought to go that way, is there a hierarchy right now? 

Mr. Frieden. Mr. Klain has been very clear that technical deci- 
sions, scientific decisions that are the purview of CDC are made by 
CDC. 

Mr. SCALISE. All right, I am out of time, and I appreciate your 
answers. And thanks for coming again. 

Thanks. Yield back. 

Mr. Murphy. OK, gentleman yields back. 

Now I recognize Mr. Tonko for 5 minutes. 

Mr. Tonko. Thank you, Mr. Chair, and thank you to our panel- 
ists for your dedicated work on this issue, and for appearing before 
us today. 

We have heard time and time again that the key to keeping the 
United States safe is to eradicate the virus at its source, and while 
we have had early indications of momentum begin to emerge in Li- 
beria, it seems as if the situations in Sierra Leone and Guinea are 
not showing the same promising signs. 

So, Dr. Frieden, in your opinion, do we have the resources de- 
ployed in these countries to turn the tide of Ebola, and if not, what 
additional resources are needed? 

Mr. Frieden. The emergency funding request is essential to our 
ability to both protect ourselves here at home and stop Ebola at the 
source, and also to prevent the next Ebola. There are too many 
blind spots, too many weak links in places in Africa and elsewhere 
where we have large amounts of travel, where we have animal- 
human interface, and we have large numbers of people, and that 
is why all three of the CDC components of this, and all of the com- 
ponents of the emergency funding request are so important. The 
three CDC related components are domestic preparedness, stopping 
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Ebola in West Africa, and preventing the next Ebola through our 
global health security work. 

Mr. Tonko. Thank you. And I know that as of a few weeks ago, 
the count on the ground through CDC is four individuals from CDC 
in Guinea. While I know that France is taking the lead on Ebola 
response in this country, does the United States need to take a 
more leadership-active role, or does it have the capacity to do so? 

Mr. Frieden. Excuse me. For the CDC-specific response, we pro- 
vide a comprehensive public health approach in each of the affected 
countries. As of today, we have approximately 175 staff on the 
ground in West Africa. We actually have the most staff in Sierra 
Leone, where the needs are greatest. We also have more than 20 
staff, or roughly 20 staff, in Guinea, but there are additional needs 
for staff in Guinea, and we have worked very hard with the African 
Union and with other partners to get French-speaking staff there. 
With the cluster in Mali, we now have 12 staff as of today in Mali 
dealing with that cluster and trying to stop it at the source. 

Mr. Tonko. And what about engaging a more international im- 
pact? How does the international community get engaged to devote 
its additional resources for this world health crisis? 

Mr. Frieden. There has been a very robust global response. My 
understanding is that currently contributions from other countries 
total more than $1 billion. The World Bank has been very proactive 
and effective. Also we have seen the UK stepping up in Sierra 
Leone, and increasingly French and EU support to Guinea and 
other areas. 

Mr. Tonko. Um-hum. And, Dr. Frieden, we keep hearing that 
there is a great need for medical volunteers to travel to West Afri- 
ca. Do you have a sense of how many medical personnel are need- 
ed, and how would one get involved? 

Mr. Frieden. For American healthcare workers, the U.S. Agency 
for International Development, USAID, maintains a Web site. On 
that Web site you can go and volunteer. 

We ask that Americans who want to be involved do so through 
another organization, so they are not going as individuals but as 
part of an organized approach. And there is a broad need for assist- 
ance, including French-speaking assistance, including not just clin- 
ical care, but also epidemiologic interventions and public health 
measures. 

Mr. Tonko. So that is reaching out for volunteers. Is there any 
activism in terms of encourage or recruiting personnel? 

Mr. Frieden. There has been quite a bit of effort by individual 
organizations within the U.S., as well as USAID. For our own part 
at CDC, we are looking at epidemiologists among not only our own 
staff, but former staff and people from the broader public health 
community who may be able to deploy. 

What we are finding is that this is going to be a long road. It 
is going to take many months, and so we need people who are will- 
ing to go not just for a week or a month, but for several months 
or longer, so that they can get that maximum effectiveness by 
being there. Although for the clinical interventions, where you are 
working in the isolation unit, we would like to limit that to 4 to 
6 weeks at most so people can be well-rested, and minimize their 
chance of taking a risk that might result in infection. 
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Mr. Tonko. Um-hum. And, Dr. Frieden, we have heard 
anecdotally that hospitals across the country are having difficulty 
sourcing PPE. What is the CDC’s role in facilitating the PPE sup- 
ply chain and the allocation of these PPEs, and could the U.S. 
ramp up manufacturing of PPE needed to contain a domestic Ehola 
outbreak? 

Mr. Frieden. Dr. Lurie and ASPR can address some of the man- 
ufacturing aspects. From the GDC perspective, we operate the 
Strategic National Stockpile. We have already stockpiled PPE to 
enable us to rapidly, within hours, deploy PPE to any hospital 
within the U.S. That is one of the components of the emergency 
funding request, but in addition, we have conducted what are 
called REP, or rapid emergency preparedness, visits to more than 
30 hospitals in more than 10 States. One component of that is ad- 
dressing whether they have sufficient PPE. We have prioritized 
hospitals near those five airports where people come in, or where 
a large number of the African diaspora live, and we already have 
identified dozens of hospitals which are prepared in terms of their 
procedures and have ample PPE, but we understand that not every 
hospital in America can get every amount of personal protective 
equipment they want, and that is why Dr. Lurie’s office has been 
working closely with manufacturers to both ramp up manufacture 
and prioritize those facilities most likely to need it. And we have 
been working with the SNS, or Strategic National Stockpile, to 
have PPE that we could deploy very quickly to hospitals around 
the country. 

Mr. Tonko. Thank you. 

I yield back, Mr. Chair. 

Mr. Murphy. Thank you. 

Mr. Harper is recognized for 5 minutes. 

Mr. Harper. Thank you, Mr. Chairman, and thanks to each of 
you for being here and shedding some light on this evolving situa- 
tion. 

And both you. Dr. Frieden, and you. Dr. Lurie, have told us that 
this emergency funding request supports non-immediate, non- 
Ebola-specific funding as part of this. Not all of this would be di- 
rectly for Ebola, would it? 

Mr. Frieden. No, I would disagree with that. 

Mr. Harper. OK. 

Mr. Frieden. The request is divided into 2 components; imme- 
diate and contingency. 

Mr. Harper. All right. 

Mr. Frieden. All of it is addressing Ebola. It addresses it with 
respect to the GDC in three ways; domestic preparedness for Ebola 
and other infectious disease threats, because we think it would be 
most responsible to not only address Ebola, but also strengthen our 
system more broadly. Stopping Ebola in West Africa, and address- 
ing the risk that there will be another Ebola outbreak, spread of 
Ebola, or spread of a disease like Ebola elsewhere in the world 
through the global health security component. 

Mr. Harper. Could not some of that be handled through the tra- 
ditional appropriations process? 

Mr. Frieden. The situation is urgent with respect to Ebola. CDC 
models indicate that for each month of delay in control, the size of 
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the outbreak can triple. So as a CDC director, I am not going to 
address the mechanism, but I can say that the need for urgent 
funds, with flexibility in those use of funds, is crucial. 

Mr. Harper. If I could. Dr. Frieden, ask you, you had commented 
earlier that 2,000 travelers had been monitored, or are being mon- 
itored. How many are being monitored this moment? What is that 
number? 

Mr. Frieden. It is roughly 1,500. The number of travelers enter- 
ing is lower than it had been previously. 

Mr. Harper. Who maintains that list of who is being monitored? 

Mr. Frieden. So every person who comes through, goes through 
the CBP process. Customs and Border Protection. We work in con- 
junction with CBP. That information is collected from the travelers, 
and within hours, we provide it to each State health department. 
We then monitor with the State health departments and resolve 
challenges, if someone is hard to find or moves from State to State. 

Mr. Harper. OK, are there any that were being monitored that 
you have lost track of? 

Mr. Frieden. A tiny fraction. Actually, less than 1 percent have 
been monitored and then not found. Some of those were later found 
to have left the country to go back on travel or otherwise. The pro- 
gram is relatively new, it only started about a month ago, and 
what we are finding is an excellent participation from the States 
and the travelers, but it is challenging, and one of the things that 
would be supported in the emergency funding request are funds for 
State health departments to operate those systems. 

Mr. Harper. And of those that are being monitored, how many 
are being told to seek medical attention? 

Mr. Frieden. We do expect that there will be a steady stream 
of people with symptoms. It you just take a set of 1,500 adults, you 
are going to expect some to have flu, some type of other illnesses, 
and from West Africa, more, because malaria is common. So, for ex- 
ample, in the past several weeks, there have been four individuals 
who used the care kit to check and report Ebola, that we provided 
them at the airport, took their temperature, found that it was ele- 
vated, called the number that they were provided with, were safely 
transported to a healthcare facility, and safely cared for there. 
They all ruled out for Ebola, but they were cared for in a safe way. 

Mr. Harper. All right, let me ask for just a moment. We talked 
a little bit today about waste management, and what to do about 
the waste of treated Ebola patients. Is any of that waste being 
transported across the country as part of this process? 

Mr. Frieden. My understanding is that some of the facilities are 
autoclaving it, and that the decision of the waste management com- 
panies was then to take that autoclaved material, which is, as far 
as everything we know, sterile, and then moving it to another State 
for incineration. 

Mr. Harper. OK, and so that is meaning that the waste is being 
transported across the country? 

Mr. Frieden. This is really a 

Mr. Harper. I know it is being autoclaved, but anything not 
being autoclaved that is being transported? 

Mr. Frieden. I am not aware of anything in that category at 
present. 
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Mr. Harper. If it is being transported through various States, 
are the States notified of that transport? 

Mr. Frieden. I am not familiar with the details. The EPA has 
been looking at different measures. They have had a meeting with 
the medical waste hauling industry to get input from them. We 
have worked with the Department of Transportation, and what we 
have done in the individual cases is ensure that there is the appro- 
priate authority in place from the Federal level, from DOT, and 
from the State level for the management of waste. 

Mr. Harper. I yield back. 

Mr. Murphy. Mr. Long, you are recognized for 5 minutes. 

Mr. Long. Thank you, Mr. Chairman. 

Dr. — is it Lushniak? 

Mr. Lushniak. Yes. 

Mr. Long. OK, you said that a travel ban, I think I am quoting 
you right, would cause us to lose contact on how many people are 
traveling to this country. What do you mean by that? 

Mr. Lushniak. Well, right now, we have a system, and the sys- 
tem is an open system. We know when people are entering, we 
know where they are coming from, we know, through our coopera- 
tive efforts with the Customs and Border Protection people, of 
when they are arriving. They are arriving through five funnels, air- 
ports, right now, and we have that connectivity. With a travel ban, 
you know, the essence of a travel ban is what — no one moves, how- 
ever — 

Mr. Long. It is from those countries 

Mr. Lushniak. It is from those countries 

Mr. Long [continuing]. That are hot zones. 

Mr. Lushniak. But at the same time, there is this potential that 
people move from country A to country B, from B to C, from C to 
the United States, and they can very well be from Western Africa. 
So in our, you know, or my assessment of this, in essence, is what 
we have right now is a system, and a system that works following 
these individuals who are coming from Western Africa, from the af- 
fected nations 

Mr. Long. But if they weren’t coming, if we had a travel ban on 
them, how could we lose track of them? 

Mr. Lushniak. Well, through multiple routes. It is rerouting 
from one country to another, to another. In other words, the United 
States 

Mr. Long. They are not going to have a passport or a visa or 
something that says where they started? 

Mr. Lushniak. Well, again, that system can be sort of worked 
around, if you will. You know, right now, we have a precise system, 
a system that is allowed to follow people who come in. We know 
where they are coming in from, which allows us to follow them. 

Mr. Long. I am from Missouri and you have to show me. I mean 
that doesn’t follow to me, it doesn’t make any sense that if we had 
a travel ban from these hot zone countries, if they weren’t coming 
in from those countries, how we could lose track of them. 

Mr. Lushniak. Well 

Mr. Long. If they are not coming in the first place 

Mr. Lushniak. Um-hum. 
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Mr. Long [continuing]. And if they want to do a workaround, we 
are going to have on their passport where they started, correct? 

Mr. Lushniak. Potentially, if the passports are correct, if they 
have not been manipulated. 

Mr. Long. Dr. Frieden, let me ask you. You were talking about 
the travel ban also, and you said that there are less people coming 
in now, and the last time we were here, I believe it was October 
the 16th, when you were last in to testify, at that time, the number 
we were using was 100 to 150 people per day. Do we know what 
that number is now? 

Mr. Frieden. From the data that I have seen until recently, it 
has been closer to 70 to 80 per day. 

Mr. Long. So it has been cut by about 50 percent for one reason 
or another. 

Mr. Frieden. That is my understanding. 

Mr. Long. And some people seem to think that if we just wrote 
a big check or gave you an unlimited checkbook, that this problem 
would go away. Do you think enough money would fix this prob- 
lem? 

Mr. Frieden. I think we have the ability to stop Ebola, but that 
is going to require doing what the emergency funding request asks 
for, strengthening our system here at home, stopping it at the 
source in Africa, and preventing another Ebola or Ebola-like situa- 
tion where the world is most vulnerable. 

Mr. Long. There was a story out yesterday on the AP, and I am 
sure you have seen the story, of a nurse that was diagnosed with 
Ebola in Mali, and she was diagnosed with Ebola after she had de- 
ceased. That is the first time they knew she had Ebola. And I know 
she worked in a hospital and a care center that dealt with the elite. 
Some people would probably call them the 1 percent of Mali, but 
she dealt with people in the elite, also U.N. peacekeepers that had 
been injured, and after she deceased, they found out she had Ebola 
and they didn’t know where it had come from. And the first Ebola 
death in Mali was 8 days after we had our last hearing in here, 
I think it was the 24th of October was the first death. Then they 
went back and they were trying to figure out how she had con- 
tracted this, and then they went back and they found out that 
there was a 70-year-old gentleman that had come from, I don’t 
know if it was Sierra Leone or where it was, but one of the — I 
think it was Guinea, he came from Guinea — and apparently the 
person that brought him to the hospital later deceased, they are 
not sure that was Ebola, but they found out that instead of kidney 
disease, he deceased from Ebola. And it is just disconcerting to me 
and my constituents how, in a hospital in that area, that they 
didn’t even know that she obviously had symptoms before she 
passed away from Ebola. And one thing, just to wrap up really 
quickly, I know I am kind of hitting two or three different areas, 
but Dr. Spencer, we heard one of the folks on the other side of the 
aisle earlier say that he self-quarantined, took care of himself Was 
he not very misleading — he didn’t answer where he had been. He 
said he had been home in his apartment, and they checked the sub- 
way passes and they checked his credit card and things and found 
out that he had actually been to the bowling alley, that pizza par- 
lor, and taking public transportation, did he not, in New York? 
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Mr. Frieden. So in terms of the Mali situation, we have 12 staff 
on the ground there now. 

Mr. Long. Right. 

Mr. Frieden. And as 

Mr. Long. And they have been there how long? 

Mr. Frieden. We have had staff in Mali since before their first 
case 

Mr. Long. OK. 

Mr. Frieden [continuing]. Helping them with Ebola prepared- 
ness. And then the 2-year-old who died, who you mentioned, was 
unrelated as far as we know to the current case. The 70-year-old 
gentleman who died actually lives in a town that is on the border. 

Mr. Long. I am talking about a nurse that passed away, not a 
2-year-old. I didn’t mention a 2-year-old, so this 

Mr. Frieden. No, the source case for that nurse is the 70-year- 
old who you mentioned, sir. He lived in the town of Kurmali, which 
is on the border between Mali and Guinea, and his Ebola diagnosis 
was not recognized. He had other health problems. People thought 
he had died from the other health problems. And there is now a 
cluster of cases there, and we are working very intensively to try 
to stop it because, given the challenges of Mali, if Ebola gets into 
Mali, it is going to be very hard to get out, so we are hoping to 
be able to stop that 

Mr. Long. And they went back 3 weeks later and tried to sani- 
tize the mosque that he had been prepared for burial in, correct? 

Mr. Frieden. That is my understanding. 

Mr. Long. So I would like to see, as I said back on the 16th, a 
travel ban, and I still don’t understand how you can lose track of 
people that never came in the first place. 

I yield back. 

Mr. Murphy. Thank you. 

Mrs. Ellmers, you are recognized for 5 minutes. 

Mrs. Ellmers. Thank you, Mr. Chairman, and thank you to our 
panel. 

Dr. Frieden, one of the things that I have been doing is reaching 
out to the hospitals in North Carolina, and in my district alone, I 
have a number of hospitals that are saying that they are experi- 
encing delays in receiving some of the protective equipment and 
protective wear that they need — specifically, a short supply of 
Tyvek suits, shrouds, and N95 masks. They are being told that it 
could be 6 to 8 weeks, or possibly even longer. What role does the 
GDC play in this, and why would there be a delay in this equip- 
ment? 

Mr. Frieden. We have looked at three levels of hospitals. First, 
the hospitals around the airports. We want to make sure that they 
have ample supply. Also, the hospitals, I should say, which are the 
specialty facilities like Nebraska, Emory and NIH. Second is the fa- 
cilities where large numbers of people from the African diaspora 
live, where we might have another case. And third is all of the 
other facilities in the country. And given the number of facilities, 
there is not currently enough PPE on the market of some of the 
products to give every hospital as much as they would like. 

At GDC, we have a Strategic National Stockpile, and that stock- 
pile already has enough PPE to distribute to hospitals that ur- 
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gently need it within hours. We also have worked, through our 
rapid Ebola preparedness teams, or REP teams, with several dozen 
hospitals around the country to get them ready. When we work 
with them, we have found that, although they might have short- 
ages of some protective equipment, they have been able to meet 
those shortages by contacting the manufacturers. And I understand 
that what Dr. Lurie and her office has done is to work with the 
manufacturers to both scale up, so they are working very hard to 
produce more, and prioritize facilities that are most likely to need 
supplies. Eor some of the products, such as N95s 

Mrs. Ellmers. Um-hum. 

Mr. Erieden [continuing]. We have ample supplies in the Stra- 
tegic National Stockpile, and we could provide as needed. 

Mrs. Ellmers. OK. And, Dr. Lurie, do you want to comment on 
that as well? 

Ms. Lurie. Sure. One of the things that my office has done 
through our critical infrastructure programs, since the very begin- 
ning, is we try to work with the manufacturers and distributors. 

Mrs. Ellmers. Um-hum. 

Ms. Lurie. I have personally spoken to the leadership at each of 
the manufacturing companies, and each of them now have gone to 
24/7 

Mrs. Ellmers. Manufacturing. 

Ms. Lurie [continuing]. Three shifts a day manufacturing. 

Mrs. Ellmers. Um-hum. 

Ms. Lurie. In addition, they have all made a commitment to 
work with us, and we are actively doing this so that if a hospital 
is on our first list of being 

Mrs. Ellmers. Um-hum. 

Ms. Lurie [continuing]. Really ready to take care of Ebola pa- 
tients, or needs PPE urgently, they will prioritize the orders. 

What they told me, very interestingly, is that because a lot of 
people are frightened, that many hospitals are, they think, double 
and triple ordering PPE from different distributors and different 
manufacturers because they want to be sure that they get some. 

Mrs. Ellmers. Um-hum. 

Ms. Lurie. So part of our job is to be sure working within that 
people get what they need. And as Dr. Erieden said, through the 
Strategic National Stockpile, we are very confident that we can get 
enough PPE to any hospital that has an Ebola patient. 

Mrs. Ellmers. OK. 

Ms. Lurie. We also want to be sure that they have enough. The 
manufacturers and distributors have also developed some training 
material, so you don’t have to train on real PPE. They will go out 
to a facility 

Mrs. Ellmers. Um-hum. 

Ms. Lurie [continuing]. And let you use other kinds of 

Mrs. Ellmers. Um-hum. 

Ms. Lurie [continuing]. Samples to practice. 

Mrs. Ellmers. To practice, OK. 

Dr. Erieden, in relation to travel, I have been in touch with my 
local airport, Raleigh-Durham International, and obviously, that is 
not one of the five designated airports, but I am concerned about 
our Customs and Border Protection officers. They are the first line. 
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They would be the first to come in contact. They are not healthcare 
professionals. With this increased threat of Ebola, has the CDC 
prepared or dedicated additional funds to those airports outside of 
the five designated to help with training and personnel issues? 

Mr. Frieden. Part of the emergency funding request is to ramp 
up some of the quarantine services. Our focus is working in the five 
tunneled airports now, and we have worked very closely with Cus- 
toms and Border Protection. It has been an excellent partnership. 
We have provided training, information, but we understand that 
there is a desire for more information. With the tunneling process, 
we are now able to ensure that almost all travelers go to those five 
airports. 

Mrs. Ellmers. One last question: Is the CDC working with 
OSHA and Department of Labor on helping hospitals to be trained 
and up and ready for the preparedness? 

Mr. Frieden. Yes, OSHA has been part of the CDC teams and 
offers its services and information to hospitals that are working on 
preparedness. 

Mrs. Ellmers. OK, great. Thank you. 

Mr. Frieden. Thank you. 

Mrs. Ellmers. And I just want to say also that I wish that Mr. 
Klain was here with us today as part of this panel because I think 
the information that our new Ebola czar — that he could provide 
some very important information, so I just want to state that. 
Thank you. 

Mr. Murphy. The gentlelady yields back. 

I now recognize Mr. Olson for 5 minutes. 

Mr. Olson. I thank the Chair. And welcome to our witnesses. 

My home is Texas 22. It is a suburban Houston district. Many 
folks who live there work down at the Texas Medical Center, and 
many live in rural parts of Texas 22. Needville, Texas, where cot- 
ton is still king. 

The Ebola case in Dallas spooked them. It spooked them badly. 
Two schools in Cleveland, Texas, shut down for days because two 
students were on a flight coming back from Cleveland with that 
nurse who had been exposed. Cleveland is closer to Houston than 
it is to Dallas. Galveston, Texas, had a cruise ship docked there 
came home early because a nurse from Dallas self-imposed-quar- 
antined herself in her cabin. The waste coming from Dallas is com- 
ing down to Galveston UTMB to be incinerated in 55 gallon drums, 
1,800 degree Fahrenheit to completely burn the waste from treat- 
ing Ebola cases in Dallas. 

Everything that goes to Galveston comes through Texas 22. One 
common frustration I have heard over and over back home is the 
deluge of information coming from CDC and all of you all. It is con- 
fusing and overwhelming. I have heard that from big hospital sys- 
tems and small providers. Emergency centers like St. Michaels in 
my own town of Sugarland, Texas. I am worried about the little 
guys like St. Michaels. 

Now, the question for all three panelists, the first one is for you. 
Dr. Frieden. What is your organization doing to ensure that small 
guys like St. Michaels are ready if an active Ebola patient shows 
up at 2:00 in the morning on Thanksgiving night? 
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Mr. Frieden. Three things. First, we are working with the trav- 
elers themselves so that they know where to go, they have a num- 
ber to call, they are checking their own temperature so that they 
can promptly identify if they have symptoms and be cared for be- 
fore they become severely infectious. Second, we are providing in- 
formation through our Web site, through webinars, through dem- 
onstration and training practices to hospitals throughout the U.S., 
as well as hands-on training through our REP teams and our 
CERT Teams if there were to be a case. And third, we are working 
very closely with State health departments which we really think 
are key here. And one of the critical components of the emergency 
funding request is strengthening and providing more resources to 
state health departments exactly for this; to strengthen infection 
control for Ebola, other deadly threats, and things that are daily 
endangering the health of patients throughout the country. And we 
think that state health departments and hospitals have a critical 
role to play, and to maximize the impact of that, it will require the 
resources and it will require taking an approach that addresses 
Ebola as well as other deadly threats, and strengthens our every- 
day systems of infection control. 

Mr. Olson. Dr. Lurie, how about yourself, ma’am? HHS helping 
St. Michaels? 

Ms. Lurie. Helping St. Michaels? Well, so one of the things that 
we have done through our Hospital Preparedness Program is reach 
out to all of the hospitals around the country. Hospitals are now 
organized into coalitions, which are community-level collections of 
hospitals and dialysis facilities and nursing homes and others. 
Texas has a very well organized system of this, and reaching out 
through them, they are able to reach to St. Michaels, number one, 
to say if they needed personal protective equipment, could they get 
it through their coalition. If they needed help with exercises and 
training, they could get it through their coalition. Number two, as 
I mentioned before, we have had a very aggressive national out- 
reach and education campaign that has been open to healthcare 
providers, including healthcare providers from St. Michaels and 
anywhere else around the country. People can take advantage of 
numerous phone calls and webinars. They have reached nurses, 
they have reached doctors, they have reached hospital administra- 
tors, they have reached EMS professionals around the country. At 
this point, we have reached over 360,000 people across the United 
States with this. 

So finally, it is our goal that every hospital, including hospitals 
like St. Michaels, will be able, as Dr. Frieden says, to think Ebola, 
to recognize a case, to safely isolate a case, and to be able to get 
help. And finally, through the state health departments, and I 
know you will hear from Dr. Lakey 

Mr. Olson. Yes. 

Ms. Lurie [continuing]. In a little while, they call the state 
health department, and if they have questions or concerns about a 
patient with an Ebola-like syndrome, the state is in a very good po- 
sition to help as well. 

Mr. Olson. And, Dr. Lushniak, after your question, but one more 
question to you. Dr. Frieden. You were quoted on October 2 saying. 
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this is a quote, “Essentially, any hospital in the country can take 
care of Ebola.” Do you stand by that quote today? Any hospital. 

Mr. Frieden. Clearly, it is much harder to care for Ebola safely 
in this country than we had recognized. It is the case that every 
hospital in America should be ready to recognize Ebola, isolate 
someone safely, and get help so that they can provide effective 
care. That is why we established the CERT Team, CDC Ebola Re- 
sponse Team, that will fly in at a moment’s notice for a highly sus- 
pected or confirmed case, to help hospitals throughout the country. 

Mr. Olson. Thank you. 

Yield back. 

Mr. Murphy. Now I recognize Mr. Johnson for 5 minutes. 

Mr. Johnson. Thank you, Mr. Chairman. And I too want to 
thank the panel for joining us today. Thank you very much. 

Dr. Frieden, have any other States also applied stricter stand- 
ards than the CDC has in terms of how to handle Ebola? 

Mr. Frieden. CDC guidelines are just that, for States, and 
States are free to be stricter than that. We are gratified that most 
have followed our standards, and really what we say is pretty 
clear 

Mr. Johnson. But do you know if any States have stricter stand- 
ards? 

Mr. Frieden. Yes, some do. 

Mr. Johnson. OK. All right. Why do you think the States are 
adopting stricter standards than the CDC? Are you confident that 
your standards, the CDC guidelines and standards, are strong 
enough? 

Mr. Frieden. We believe that our standards, if followed, are pro- 
tective of the public. They require that people who may be at any 
elevated risk, or some risk, rather, those individuals have their 
temperature monitored every day by direct active monitoring. And 
that is something that allows us to interact with the person, to talk 
with them, and to determine on an individual basis if they should 
stay home that day, or if it might be reasonable to allow them to 
do other things. 

Mr. Johnson. Have you talked to any of the States that have 
stricter standards, to find out their rationale for the stricter stand- 
ards? 

Mr. Frieden. I have had some communication with some of the 
individuals involved, and understand some of their thinking proc- 
ess. The number of individuals who are subject to those stricter 
standards is really quite small, and all of those individuals, by our 
standards, should be in what is called direct active monitoring, 
which means someone actually watches them take their tempera- 
ture each day, has a conversation with them, and confirms that 
they are healthy and don’t have a fever. 

Mr. Johnson. OK. The last time that you were with us, we 
talked about having tested these standards. Have the standards 
been fully tested, the guidelines been fully tested across the coun- 
try, back to what my colleague from Texas just mentioned, so that 
every hospital knows what to do? Have they been tested? 

Mr. Frieden. So the standards in monitoring travelers are being 
implemented now by every State in the country, or virtually every 
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State in the country, tracking people coming back from West Afri- 
ca, monitoring them for fever 

Mr. Johnson. Have they been tested? 

Mr. Frieden. I am not sure I understand your question, but with 
respect to the traveling 

Mr. Johnson. Then let me explain the question. You know, going 
back to my military experience, and I think some of the gentlemen 
here can understand that, we do things called operational readi- 
ness inspections. We don’t wait for the bullets to start flying before 
we know what we are going to do when they do start flying. You 
come to Appalachia, Ohio, there are lots of little community hos- 
pitals that dot our region. Are those hospitals fully up to speed, 
have they tested and have they signed off on any kind of guidelines 
that they have tested their Ebola process? 

Mr. Frieden. In terms of hospital preparedness, many hospitals 
have undertaken drills. We have also 

Mr. Johnson. Has CDC mandated any drills to 

Mr. Frieden. CDC does not mandate that hospitals do drills. We 
provide guidance, support, and resources for hospitals to do that. 

Mr. Johnson. Have you recommended that they conduct drills? 

Mr. Frieden. Yes, and we have been directly involved with them 
in doing that, and we have reviewed for the REP-visited hospitals, 
those that are most likely to receive a case, we have visited those 
hospitals, we have overseen their drills, we have overseen their 
preparedness, and we have worked with them on advancing their 
preparedness. 

Mr. Johnson. OK. It is my understanding there are several 
Ebola centers scattered across the country, also referred to as infec- 
tious disease centers. Most of them have a patient capacity of one 
to two people. As of right now, most individuals with Ebola treated 
in the United States have been transported to one of these centers 
to better manage their illness. 

In the event that a larger number of cases were to show up in 
the U.S., how does the CDC plan to treat a patient load that ex- 
ceeds the capacity of available bed space in those centers? 

Mr. Erieden. The challenge of a cluster of Ebola would be sub- 
stantial, and it would be a matter of using all available 

Mr. Johnson. Define a cluster. 

Mr. Frieden. It would be a handful of cases. It could be 5 or 10 
cases. 

Mr. Johnson. OK. 

Mr. Frieden. In a kind of practical worst case scenario, this is 
something that could be seen. In this case, we would use all avail- 
able local resources, if need be, surging healthcare workers in, and 
we would also transport patients to facilities around the U.S. 
where they could be treated. 

Mr. Johnson. These centers are set up to handle one or two pa- 
tients because of the unique requirements of the disease, the virus. 
Do we have transportation systems that are capable of transporting 
Ebola patients if that outbreak were to be bigger than the one or 
two that we are talking about? 

Mr. Frieden. We have some transportation facilities for Ebola 
patients in the U.S. We are working with the State Department 
and others to increase the capacity to transport patients. 
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Mr. Johnson. What about those who might be transported to 
other places, would they be receiving lower quality care, in your 
mind, than at one of the infectious disease centers? 

Mr. Frieden. No, we think the quality of care can be provided. 
It is really an intensive care unit care, and CDC clinicians have 
consulted on the care of every single patient cared for in the U.S., 
and provided to each and every one of them access to experimental 
treatments and state-of-the-art care. 

Mr. Johnson. OK. 

Mr. Murphy. Gentleman’s time has expired. 

Mr. Johnson. Thank you. I yield back. 

Mr. Murphy. Thank you. 

Ms. DeGette, do you have questions that you wanted to ask? 

Ms. DeGette. Go ahead. 

Mr. Murphy. She is going to yield at this point. 

I now recognize Mr. Griffith for 5 minutes. 

Mr. Griffith. Thank you, Mr. Chairman. Dr. Frieden, I am 
going to try to move through these as quickly as I can, so I appre- 
ciate short answers. 

You are aware that the Secretary of HHS is able to transfer 
funding from your department to other departments, isn’t that cor- 
rect? She can take funding from your department and stick it 
somewhere else, isn’t that correct? 

Mr. Frieden. There is limited transfer authority as far as my 
understanding goes. 

Mr. Griffith. And when that happens, are you notified, is she 
required to tell you that she has transferred funds? 

Mr. Frieden. As far as I know, yes. 

Mr. Griffith. And has the Secretary transferred funds in 2014 
from the division of Emerging and Zoonotic Infectious Disease? 

Mr. Frieden. I 

Mr. Griffith. Yes or no? 

Mr. Frieden. I don’t know the answer to that off-hand. I could 
get back to you with that information. 

Mr. Griffith. If you could get that information for me? 

Mr. Frieden. Yes. 

Mr. Griffith. And I believe that that particular division would 
be a part of the Ebola response, I am correct in that? 

Mr. Erieden. That is correct. 

Mr. Griffith. And do you know whether or not the Secretary 
has transferred money from the CDC’s global health programs? 

Mr. Erieden. I would have to get back to you on that as well. 

Mr. Griffith. All right. Likewise, the same would be on the 
CDC’s Public Health Preparedness and Response Division? 

Mr. Erieden. I would have to get back to you. 

Mr. Griffith. And both of those also would be a part of your 
Ebola response, wouldn’t they? 

Mr. Erieden. Yes, they would. Yes, they are. 

Mr. Griffith. Now, you have indicated that you don’t know 
about whether these monies were transferred. Do you know if any 
monies were transferred at all during 2014? Do you have any infor- 
mation? 

Mr. Erieden. There is a Secretary’s transfer, but I don’t know 
the details of what has been done. 
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Mr. Griffith. OK, and so you don’t know the details. So you 
would not know if any of this was transferred to help support the 
financial underpinnings of the Obamacare, AC A? 

Mr. Frieden. I don’t — I do not know. 

Mr. Griffith. And likewise, do you know if any transfers were 
made by the administration for children and families to care for in- 
creasing number of unaccompanied children who arrived in the 
United States? 

Mr. Frieden. I am not familiar with that financial 

Mr. Griffith. You are not familiar with that, but would you get 
us the answers to all of those? 

Mr. Frieden. We can certainly get you those answers. 

Mr. Griffith. Likewise, I am curious, the President apparently 
has requested a fair amount of money, and part of that is related 
to Ebola and part of that is $1.54 billion in contingency funding. 
Some of that is supposed to go to HHS, it says in his letter, to 
make resources available to respond to evolving epidemic both do- 
mestically and internationally. And I am looking here and it says 
that, while $751 million of that is to go to HHS, it then talks about 
transferring those funds over to Homeland Security to increase 
Customs and Border Control operations. Have you been in the loop 
on that? Do you know what kind of money you all are getting, and 
what are they talking about with Customs and Border Control op- 
erations? 

Mr. Frieden. We work very closely with the CBP, and we under- 
stand the need for contingency funds for Ebola in case, for example, 
Ebola would spread to another country that required a very inten- 
sive, extensive response. So that flexibility is a critical component 
of the emergency funding request. 

Mr. Griffith. OK, and that funding request is, as was pointed 
out in an editorial by David Satcher, and I hope I am pronouncing 
that right, a former director of CDC, and a former Surgeon Gen- 
eral. That request by the President is actually greater than what 
we have been spending on Alzheimer’s, isn’t that correct? 

Mr. Frieden. I don’t know Alzheimer’s funding details off-hand. 

Mr. Griffith. All right, and in regard to Mr. Klain, have you all 
had sit-down, face-to-face meetings? 

Mr. Frieden. Yes. 

Mr. Griffith. And how many of those meetings have you all 
been 

Mr. Frieden. Well, I would have to get back to you with the 
exact number. 

Mr. Griffith. If you could give me that number, I would greatly 
appreciate that. That would be very, very helpful. 

Now, in some of the outbreaks in the past, historically, in Ebola 
that have occurred in Africa, isn’t it true that there are sometimes 
that we have an outbreak and we don’t know where the disease ac- 
tually came from, where it was picked up? 

Mr. Frieden. We have not identified definitively the animal res- 
ervoir of Ebola. We think it may be bats or bush meat, but we have 
not determined that. We have determined it for a similar virus, 
Marburg, from research that CDC scientists did. 
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Mr. Griffith. And the meat, I understand. The bats, would that 
be from excrement? I mean how would the bats spread it, or are 
they eating the bats as well? 

Mr. Frieden. Well, it may be saliva, it may be carried — ^bats, as 
mammals, carry a lot of pathogens that are similar to the patho- 
gens that infect humans. 

Mr. Griffith. But this is just 1 of many areas where we are not 
really 100 percent sure of how the disease is spread, particularly 
in Africa? 

Mr. Frieden. Well, I would clarify. We are not sure of the animal 
reservoir. From all of the experience we have had spread among 
human populations is from either unsafe care or unsafe burial in 
the outbreaks that we have assessed so far. 

Mr. Griffith. So that is once there has been an outbreak, but 
there are occasions when the outbreak just starts and nobody had 
it there before, so it couldn’t have come from human contact, it had 
to come from this animal reservoir, and we are not sure exactly 
what animals carry it, whether or not it is, you indicated spittle, 
excrement, what else? We do know that it is transmitted if you eat 
a diseased animal, is that correct? 

Mr. Frieden. It may be actually not so much the consumption 
of bush meat, but the hunting and handling and cleaning of bush 
meat where you may get exposed to blood and other body fluids. 

Mr. Griffith. OK. 

I appreciate it, and yield back. 

Mr. Murphy. Now recognize Ms. DeGette for 5 minutes. 

Ms. DeGette. Thank you, Mr. Chairman. And I want to apolo- 
gize to you and to the panel for running in and out. The Demo- 
cratic leadership right now is actually working on who our next 
ranking member of this full committee is going to be. It is not 
going to be me. Thank you for your vote of confidence. And so I just 
want to ask a few questions, and then I am going to leave you in 
the capable hands of Mr. Green. 

Dr. Frieden, the first thing I wanted to talk to you about is the 
contingency fund that has been requested in the emergency supple- 
mental. What exactly is the purpose of that fund, and what would 
it be used for? 

Mr. Frieden. The contingency fund is to deal with the unpredict- 
able nature of Ebola, the possibility that it might spread to coun- 
tries where it is not currently in place, and might require very ex- 
tensive, expensive control measures there. Also that we might have 
new interventions, such as a vaccine, and need a large and poten- 
tially expensive program to implement a vaccine program in af- 
fected communities and for healthcare workers. 

Ms. DeGette. And why would you need to do that through a con- 
tingency fund and not through an additional emergency supple- 
mental, if either of those situations presented themselves? 

Mr. Frieden. You know, in the words of one of my staff at CDC, 
in the case of Ebola, it is the lack of speed that kills. We need to 
be able to respond very quickly to changing conditions on the 
ground. 

Ms. DeGette. And we are seeing that right now in Africa, is that 
right? 

Mr. Frieden. That is. There 
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Ms. DeGette. Everything is changing very quickly in Africa. 

Mr. Frieden. Absolutely. We are responding to a cluster in Mali, 
we are moving out with CDC disease detectives into very remote 
rural areas to address clusters of disease before they become large 
outbreaks. 

Ms. DeGette. Do you have a sense of why the number of cases 
in Liberia has recently dropped? 

Mr. Frieden. We believe this is proof of principle, that the ap- 
proach that we are recommending can work, but we are still seeing 
large numbers of cases in at least 13 of the 15 counties of Liberia. 
We have seen that decrease taper off so that we have seen a lev- 
eling-off of cases that have been reported. Every one of those cases 
needs intensive follow-up, contact tracing, monitoring of contacts, 
and we are still having perhaps between 1,000 and 2,000 new cases 
per week in West Africa, so this is still a very large epidemic. 

Ms. DeGette. And that kind of leads me to my final question, 
which is, you have said repeatedly, and, frankly, there has been a 
lot of pushback on this, not just from this committee but from lots 
of other folks, you have said repeatedly that you don’t think that 
travel bans and quarantines are the way to go about addressing 
this, and I am wondering if you can tell us whether that is still 
your view, and if so, why, and if it is not, why not? 

Mr. Frieden. We are willing to consider anything that will make 
the American people safer, any measure that is going to increase 
the margin of safety, and one of the things that we have done is 
to implement a travel system so that people leaving these countries 
are screened for fever, arriving in the LF.S. are monitored for fever, 
are linked with the local health department. We are now working 
with State and local health departments to monitor each of those 
individuals each day, and we are seeing very high adherence rates 
to that. So we have a system in place now. 

The risk to the LF.S. is directly proportional to the amount of 
Ebola in West Africa. The more there is, the higher our risk. The 
less there is, the lower our risk. We have to reduce the risk there 
by attacking it at the source, but whatever we can do to reduce the 
risk to this country, we are certainly willing to consider. 

Ms. DeGette. So you would still consider a travel ban if that 
seemed like the only solution? 

Mr. Frieden. If there were a way to ensure that we didn’t lose 
that system of tracking people through every step of their travel, 
and once here, we would consider any recommendation, but it is 
not CDC that sets travel policy for the U.S. Government. 

Ms. DeGette. Right. And what I am concerned about is if Ebola 
goes to other countries, and in Africa in general, it will be harder 
and harder to trace where people came from. 

Mr. Frieden. The spread of Ebola to other places in Africa is one 
of the things that we are most concerned about because it would 
make it much harder to control. We were able to work with Nige- 
rian authorities to stop the cluster in Nigeria. Right now, Mali is 
in the balance of whether we will be able to stop the cluster there 
before it gains a foothold in Mali. But the longer it continues in the 
3 affected countries, the greater the risk that it will spread to other 
countries. 

Ms. DeGette. OK, thank you. 
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Thank you very much, Mr. Chairman. 

Mr. Murphy. Gentlelady yields back. 

Now Mr. Terry is recognized for 5 minutes. 

Mr. Terry. I ask unanimous consent to be able to ask questions. 

Mr. Murphy. Yes, you are recognized, yes. 

Mr. Terry. Thank you. 

Dr. Frieden, from Nebraska, I am really proud of the efforts of 
University of Nebraska Med Center. At least we are top in some- 
thing. It is not football, but it gives us a sense of real pride, despite 
the last patient’s outcome, which they did heroic efforts. But also 
in that regard, they seemed to have been the ones that, especially 
in comparison to the Dallas Presbyterian Hospital, were setting the 
standards on the practices. 

And so that begs the question, or at least we should ask the 
question, of whether the CDC should develop an accreditation type 
of program on infectious disease programs to ensure that these hos- 
pitals maintain a level of competency and readiness. 

Is something like that ongoing? 

Mr. Frieden. Well, first, we really appreciate the facility in Ne- 
braska and their willingness to step forward, and the phenomenal 
care they have provided to all the patients who have come to them, 
and despite the outcome of the physician recently, we know that 
heroic measures really were undertaken, and the staff there really 
deserve the gratitude of all of us, and we appreciate them. We ap- 
preciate also their willingness to consult with other facilities, and 
to share their experience because that is critically important. 

Mr. Terry. Which they have done, and I 

Mr. Frieden. Yes. 

Mr. Terry [continuing]. Again, hospitals like Johns Hopkins ask- 
ing them how to do it is a source of pride for us as well. 

Mr. Frieden. What we have approached is something called the 
REP Team, the Rapid Ebola Preparedness Team, where we send a 
team in to work with the facility, to outline every aspect of their 
preparedness, and to see how ready they are, and then to provide 
recommendations for what more they can do. 

We have also worked with the State health departments so that 
they can determine which of the facilities within their State that 
are most appropriate to take patients with Ebola or other infectious 
diseases, because they are really best prepared for that. 

In terms of accreditation, that is something that we have dis- 
cussed with the Joint Commission. Whether that makes sense in 
the long run or not is something that we are open to exploring. 

Mr. Terry. All right, as a layperson, it seems to make sense that 
you would have an area where there is one hospital that has that 
level of accreditation. And then it begs the question that if they are 
going to be that go-to hospital in a region or a State, whether there 
should be maintenance funding behind that. What do you think? 

Mr. Frieden. We certainly believe that they should receive re- 
sources. There is funding within the emergency funding request, 
both from CDC and from ASPR, to support specialty facilities such 
as the one in Nebraska. 

Mr. Terry. And so the question then is, just to clarify, would 
that be part of the President’s requested dollars? 

Mr. Frieden. Yes, it is. 
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Mr. Terry. Dr. Lurie? 

Ms. Lurie. Yes, it is. 

Mr. Terry. Very good. 

Ms. Lurie. Yes. 

Mr. Terry. So, Dr. Frieden and Dr. Lurie, one of the experiences 
here is that we know that, let us see, UNMC I think has 11 units, 
but the reality is they can probably only have three patients at a 
time because of all of the collateral circumstances. So do we need 
more bio-containment units like what Emory and UNMC have? Dr. 
Frieden? 

Mr. Frieden. We think we need some increase in the number of 
facilities that can safely care for someone with Ebola, or another 
deadly infection. We have been working very closely with hospitals 
throughout the country to increase that capacity, and the emer- 
gency funding request would enable us to really get to the level 
where we would have a greater degree of comfort with the facilities 
out there and the capacities. 

Mr. Terry. Well, just to clarify that some of the dollars that 
would be in the emergency funding, the President’s request, would 
be to expand the number of bio-containment units? 

Mr. Frieden. Yes. 

Mr. Terry. Very good. And one of the questions about having 
three patients at UNMC, these folks don’t have any insurance and 
they are holding the bag for the funding of those patients. Is there 
anything with HHS, Dr. Lurie, or CDC that can reimburse these 
facilities for the healthcare costs? 

Mr. Frieden. I believe that Secretary Burwell indicated in the 
hearing last week that we are very open to mechanisms that would 
make them whole for the expenses that they have had. 

Mr. Terry. Open to it and doing things — there is a big gap be- 
tween those two. Is there any further discussions to reimbursing. 
Dr. Lurie? 

Ms. Lurie. I think we understand that the cost of caring for 
these patients is quite substantial, and as Dr. Frieden said. Sec- 
retary Burwell indicated that she would look forward to working 
with Congress on this issue, yes. 

I might also just add in terms of the emergency funding that is 
necessary, it is clear that hospitals that are going to take care of 
Ebola patients need additional training, and we very much appre- 
ciated the fact that University of Nebraska and Emory have been 
now working side by side often with the REP Teams to help with 
that. Part of our funding request would also establish something 
that would look like a national education and training center that 
would move to another level, I think, of preparedness for hospitals 
that really wanted to obtain that and to get help with doing that. 

Mr. Terry. OK, thank you very much. 

My time has expired. 

Mr. Murphy. All right, that concludes the questions for this 
panel. We thank you. And also Members may have some other ad- 
ditional questions. I would appreciate your responsiveness to those. 
We do appreciate the availability of all of you in responding to us, 
so I thank you very much. 

Mr. Frieden. Thank you. 
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Mr. Murphy. As this panel is moving, I will begin to introduce 
the second panel so we can move forward here. And I will introduce 
two of the panelists, then we will ask Mr. Terry to introduce one 
as well. 

We will start off here — just a moment here. First, Mr. Ken Isaacs 
is the Vice President of Programs and Government Relations for 
Samaritan’s Purse. Also Dr. David Lakey is the Commissioner of 
the Texas Department of State Health Services, but is here today 
testifying on behalf of the Association of State and Territorial 
Health Officials, correct? 

Now, Mr. Terry, if you would like to introduce the other panelist. 
Mr. Terry. I would be honored to introduce Dr. Jeffrey Gold, the 
Chancellor of the University of Nebraska Medical Center and Ne- 
braska Medicine. He is recent to Nebraska, but certainly making 
a huge impact, especially with the Biomedical Containment Center 
where they have hosted 3 Ebola patients, and they are setting the 
standards for how to treat the Ebola patients, and setting the 
standards for the employees that come in contact and work with 
those. UNMC is a great facility. They are very forward-thinking. 
They are ranked very high in a lot of areas of care, but it is prob- 
ably the research that is making them known internationally, and 
so I am proud to introduce Dr. Jeffrey Gold. 

Mr. Murphy. Thank you. Well, for the panel, you are aware the 
committee is holding an investigative hearing, and when doing so, 
has had the practice of taking testimony under oath. Do any of you 
have any objections to taking testimony under oath? The Chair 
then advises you that under the rules of the House and the rules 
of the committee, you are entitled to be advised by counsel. Do any 
of you desire to be advised by counsel during your testimony today? 
And all the panelists have said no. In that case, would you please 
rise and raise your right hand, and I will swear you in. 

[Witnesses sworn] 

Mr. Murphy. All have answered affirmatively. You are now 
under oath and subject to the penalties set forth in Title XVIII, sec- 
tion 1001 of the United States Code. 

I am going to ask you each to give a 5-minute summary of your 
written statement, and we will begin with Mr. Isaacs. 

STATEMENTS OF KEN ISAACS, VICE PRESIDENT, PROGRAMS 
AND GOVERN M ENT RELATIONS, SAMARITAN’S PURSE; JEFF 
GOLD, CHANCELLOR, UNIVERSITY OF NEBRASKA MEDICAL 
CENTER; AND DAVID LAKEY, COMMISSIONER, TEXAS DE- 
PARTMENT OF STATE HEALTH SERVICES, ON BEHALF OF 
THE ASSOCIATION OF STATE AND TERRITORIAL HEALTH 
OFFICIALS 


STATEMENT OF KEN ISAACS 

Mr. Isaacs. Thank you. Chairman Murphy, and esteemed mem- 
bers of the council and fellow guests of the committee for letting 
me testify today. It is a privilege to be before you regarding the de- 
velopments of the Ebola outbreak in West Africa. 

Since Ebola entered Liberia in March through its explosion into 
the international spotlight in July, and even now, when it appears 
that the disease may have crested in Liberia, the world has learned 



91 


much about Ebola, but I want to stress today that we have also dis- 
covered that there are many important questions that we simply 
do not know the answer to, and we need to know the answer to 
them. 

I want to run through them quickly. I will say as an offside that 
going last means you have to reshuffle everything you are going to 
say because it has all been said before. 

But I think that a good question to know the answer to is how 
are the doctors who are returning to America becoming infected. 
Some of those doctors have been our staff, some of those doctors 
have been our coworkers that were treated at Nebraska. And even 
recently, the gentleman in New York, they were all wearing level 
4 gear. How did they get infected. 

Can the virus live in other mammals besides primates, bats, ro- 
dents, and humans. Now, I have worked and lived in Africa for 
about 25 years, and I have eaten my share of bush meat. It is not 
always bats. It is mostly something like a groundhog. And so what 
does it mean, where does the virus live. And the point is that can 
it jump into the animal population here. We need to know that. 

As with other viruses, is it possible that Ebola can be asymp- 
tomatic, sort of a Typhoid Mary kind of a thing. We know for a fact 
of three situations where blood was drawn on patients who were 
non-feeble, who were non-symptomatic, and they all three tested 
positive. One of the problems that exists today in Liberia where Sa- 
maritan’s Purse is working is that there is no protocol to move 
blood from Liberia to Rocky Mountain Laboratory where these kind 
of tests would need to be checked and results found out. 

You know, I will just say I am not trying to be a fear monger, 
but I think that there are things that we need to look at critically, 
and we should not be afraid to ask questions. In my written testi- 
mony, there is one paper from the New England Journal of Medi- 
cine that reports that 95 percent of the cases of Ebola incubate in 
21 days. The inference is 5 percent don’t incubate until 42 days. 
We need to know what that 5 percent means. 

While the media coverage is already decreasing, and people 
maybe feel that Ebola has peaked, we do not think it has. I totally 
agree with Dr. Frieden. I think that we need to vigorously and in 
a sustained manner flght this disease in Africa. I think that no 
card can be taken off the table, and I think that while we hear 
from many health experts that we know how the disease is spread, 
we know how to flght it and we know how to stop it, the truth is 
that lessons come at a great and expensive and painful price, and 
when a new lesson comes about, then all of the policies are 
changed. So I heard the word humility used several times today by 
different Members of the panel, and I think that that is a good 
word because Ebola is a humbling disease. 

When you talk to the epidemiologists, they are all over the place. 
CDC is saying 1 V 2 million people by the middle of January, and 
the World Health Organization is saying that in December maybe 
10,000 people a week. The point is we don’t know. 

Several things that I want to say right quick is we are seeing the 
disease go down in Liberia today as it regards the empty hospital 
beds, as it regards deaths, and as it regards patient loads, but at 
the same time, we are seeing a signiflcant increase in Sierra Leone, 
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the country next to it, so it is clear that the disease has not peaked. 
Actually, if anything, I would say that it perhaps has ran its 
course, and we don’t know what its course is. And if you look at 
the epidemiological charts in Sierra Leone, it has peaked two times 
before. So the question really is are we at a peak or are we in a 
trough before the next up rise? 

Practically speaking, I think that a couple of things that we need 
to look at is a travel ban, travel restrictions, or I like to say travel 
management, should not be taken off the table. The real threat to 
the United States I do not feel is going to be how many people are 
sick here. The real threat to the United States is what will happen 
if the disease spreads into countries that cannot handle it. And I 
am not talking about Africa, I am talking about in a sub-Indian 
continent, I am talking about in India and China and Pakistan, 
Myanmar, Bangladesh, countries that are highly populated, that 
have low public health standards, and have low hygiene standards. 
You could see a death toll that would be unimaginable, and the im- 
pact around the globe would affect us as well. 

So I think I am out of time there. Thank you. 

[The prepared statement of Mr. Isaacs follows:] 
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Ken Isaacs 

Vice President, Programs and Government Relations 
Samaritan's Purse 

Committee on Energy and Commerce 
Subcommittee on Oversight and Investigations 

Update on the U.S. Public Health Response to the Ebola Outbreak 
November 17, 2014 

Chairman Murphy, esteemed members of this council and fellow guests of 
the committee, it is a privilege to testify before you today regarding the 
developments of the Ebola outbreak in West Africa, 

Since Ebola entered Liberia in March, through its explosion onto the 
international spotlight in July, and even now when it appears the disease may have 
crested in Liberia, the world has learned much about Ebola. We have also 
discovered there are important questions for which we simply do not have factual 
answers, 

I believe it is important to highlight just a few questions that remain 
unanswered and therefore continue to pose significant risk to Americans and the 
world: 

• How are the doctors who are returning to the USA becoming infected? 

• Can the virus live in other mammals besides primates, bats, rodents, 
and humans? (Attachment 1) For example, could it live in dogs, cats, 
cows, swine, and groundhogs? 

• As with other viruses, could Ebola continue to be carried by a human 
who has no fever but enough viral load to be contagious? 
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An article in The New England loumal of Medicine (Attachment 2) reports 
that 95% of Ebola cases fully incubate In less than 21 days, but 5% of cases can 
remain asymptomatic for up to 42 days fAttachment 3). What does that mean for 
the United States and the world? 

The media coverage is already decreasing as if the disease itself is burning 
out. 1 hope it is, but we cannot assume that Ebola will now Just go away because of 
the measures that have been implemented so far. The United States, and the 
international community, needs to relentlessly pursue all reasonable means to fight 
the spread of the virus in West Africa. 

Many public health experts are telling us that we know the disease, how to 
fight it, and how to stop it. Everything we have seen in this current outbreak, 
however, suggests that we do not know the science of Ebola as well as we think we 
do. 

No one can predict the path this virus will take or the number of innocent 
lives that will ultimately be lost. Estimates from the Centers for Disease Control 
(CDC) state that up to 1.5 million persons in West Africa will be infected by mid- 
January. The World Health Organization (WHO) recently announced that we will 
likely see 10,000 cases per week by early December, Every time proclamations are 
made based on the current understanding of the science, the agile virus surprises 
the best minds in the world and teaches us new things. Now the disease has entered 
Mali and it is likely to enter other countries that border Sierra Leone, Liberia, and 
Guinea. Samaritan’s Purse is concerned that will happen soon. 
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I want to stress the strategic need to stop the disease in West Africa, and the 
United States government should base all of its policy decisions on stopping the 
disease there for the sake of the entire world. This must be our primary focus. 

My organization, Samaritan's Purse, has had an office in Liberia for 11 years. 
When Ebola was first identified there in March of this year, we immediately 
mobilized a large-scale public awareness and infection prevention effort that is 
ongoing and has so far reached over one million people. Just two months later, we 
had assumed primary responsibility for all of the direct clinical care of Ebola 
patients in the country. In late July, one of our physicians. Dr. Kent Brantly, who has 
since testified before this committee, contracted the disease. The ensuing media 
frenzy upon his evacuation to the United States, then awoke the world to Ebola and 
its dangers. 

From the beginning, we knew that we were dealing with an unprecedented 
Ebola outbreak. We were one of the first organizations to sound alarms while 
pleading with the international donors and the relief community for more 
resources. Our warnings were not heeded, and the struggling governments and 
crumbling healthcare systems in Liberia, Guinea, and Sierra Leone were left to 
manage a deadly epidemic that threatens the world. Over 5000 have since died and 
more lives are being lost every day. 

Today, we are seeing what appears to be improvement in Liberia. Data 
reporting on the disease has been grossly inaccurate from the outset, yet there is a 
noteworthy trend as evidenced by fewer burials, a substantial number of empty 
clinic beds, and fewer cases found in some of the early hottest spots of the epidemic. 
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While this is positive news, 1 fear that some in the international community are 
already beginning to breathe a sigh of relief and pat themselves on the back. It is too 
early for that, as Ebola has repeatedly shown itself to be insidious, nimble, and 
deceptive. 

At the same time as we see declines in patient loads and death rates in 
Liberia, there are significant increases in patient loads and deaths in the 
neighboring country of Sierra Leone. And in Liberia, there are numerous new 
outbreaks in remote rural communities, including in areas along the border with 
Cote d'Ivoire. Nearly every single district bordering Cote D’Ivoire has confirmed 
Ebola cases. Samaritan's Purse is deeply concerned the disease will soon appear 
there. The disease has also now been confirmed in Mali. 

As an organization that has been on the frontlines of fighting the current 
outbreak, we have learned that there are things we know about Ebola, but many 
things we don't know. The disease has been underestimated from day one. Every 
time we learn something new, it comes at a terrible price, whether that is in 
Monrovia, Dallas, New York, or Spain. We must not assume that we have a complete 
grasp on its trajectory, in Liberia or anywhere else, and we should not be content to 
accept that our capabilities are fully sufficient. 

We don’t know exactly why the numbers have decreased in Liberia. The 
Ebola treatment unit for healthcare workers ordered by President Obama in mid- 
September was just opened last week, and it has not treated any patients as of the 
15* of November. Only a small percentage of the new Ebola Treatment Units have 
been completed, and none of the 1,700 beds that were committed are open yet. 
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USAID and others have mobilized about 65 burial teams, and that has made real 
progress in removing infection sources as have public awareness campaigns and 
infection control programs. Liberians are now much more accepting of the 
knowledge that contact with corpses is deadly. Social change has also happened 
through public messaging and personal observation. These are all good things, but 
no one can state conclusively why the disease is decreasing in Liberia and increasing 
in Sierra Leone. It has descended in both countries before and then returned with 
intensity. 

We should not be lulled into thinking that the fight is over or even has 
peaked. On the contrary, we must remain steadfastly committed to stopping the 
disease in Africa or seeing it turn into an even larger global crisis. Dr. Peter Plot, the 
man who co-discovered Ebola in 1976, recently said, "1 am more worried about the 
many people from India who work in trade or industry in West Africa, It would only 
take one of them to become infected, travel to India to visit relatives during the 
virus' incubation period, and then, once he becomes sick, go to a public hospital 
there. Doctors and nurses in India, too, often don’t wear protective gloves. They 
would immediately become infected and spread the virus." An article in the New 
York Times dated Sunday, November 16 reports on serious sanitation and hygiene 
issues in Mumbai (Attachment 4). 

Is the world ready for the disease to hit the Indian subcontinent? What would 
it mean to see the virus spread in these densely populated countries where public 
health systems are wholly inadequate to contain the outbreak? If this seems like a 
far-fetched question, just think that between 1,500 and 3,000 people travel bv air 
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from West Africa to India every week (Attachment 5). A single case in India similar 
to Mr. Duncan in Dallas would have a vastly different outcome. 

The theoretical became a real possibility for me just last week. One of our 
Liberian team staff members, of Indian nationality, planned to take leave and return 
home to India for Christmas. This staff person has lived in a “no touch" environment 
for over two months and serves in a zero-risk position. Yet, I was faced with the 
decision of whether to send him home with the protocols of WHO and CDC, which 
are essentially to monitor your temperature twice daily and report to a hospital if 
your fever spikes or you have other symptoms of Ebola. For the sake of public health 
we decided not to allow immediate return to India but to isolate the person for 21 
days first. Despite scientific claims, the consequences of being wrong are 
unimaginable. 

There has been much discussion about restricting travel from West Africa, 
Two American allies, Canada and Australia, have essentially closed their borders to 
non-resident travelers from Sierra Leone, Liberia, and Guinea. Prohibitions or 
severe restrictions from about two-dozen other countries have hurt the ability to 
travel commercially in and out of the three countries. There is no cohesive global 
policy however just like there is no unified protocol within the US for returning 
relief workers or members of the US military. 

We need to seriously consider whether travel restrictions could stop or slow 
the spread of the disease to America, or more significantly, other parts of the globe. 
Our health system has shown that, although with pain, panic and great expense, we 
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are able to trace contacts and quickly shut down the spread of the virus. Would 
India, Bangladesh, or China have the same capacity? 

We must do more than just screen departing passengers for fever. We have 
to be willing to consider implementing a policy of "essential" travel only that would 
be coordinated internationally. Those who argue that it will bring these countries to 
financial ruin perhaps fail to recognize that these nations have already suffered 
enormous economic pain because of the outbreak. The internationally accepted 
premise of fighting Ebola is to identify and isolate. Why would we not include air 
travel in that discussion? 

Commercial airlines have already severely cut back and restricted their 
flights. British Air, Air France, Delta, Kenya Air and others have ceased flights in and 
out of these countries. Today in Liberia there are only two commercial carriers left 
flying, Brussels Air and Royal Air Maroc. Each makes two flights per week into 
Monrovia. It can take up to two weeks to get a booking out The flight crews have 
come under pressure from their unions to stops flying there. If the companies 
should decide it is not in their commercial interest to continue these flights, Liberia 
will be effectively quarantined. 

If the commercial flights come to a haft, what is the back-up plan? How would 
the relief effort continue to be supported with personnel and supplies? Given the 
recent international track record in timeliness, would we be looking at four or six or 
eight weeks to get an air bridge set up to fly relief workers and emergency cargo? 
Instead, a trustworthy system dedicated to flying solely for the Ebola response 
should be established now. 
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We often hear that the 21-day isolation will hamper efforts to recruit staff to 
join the fight against Ebola. It would be much more of an onerous challenge to 
convince personnel to go if they did not have assurance of their flight home. A 
dedicated air bridge for humanitarian workers would also provide the ability to 
fully monitor and land a large group if needed in case of crisis. 

Strong diplomatic pressure must be continued on the governments in Guinea, 
Liberia, and Sierra Leone to put aside their local politics and engage in this fight in a 
more serious way. As we struggle to work in Liberia, we see government 
bureaucracy hampering efforts. In one area, we finished construction on a new 
Community Care Center two weeks ago, but we are still waiting for the government 
to inspect it so that it can care for the Ebola patients around it, Liberia removed 
their emergency decree last week and announced their desire to reopen schools 
soon. We hope those measures are timely and not premature. 

I want to emphasize the incredible need for a vaccine and effective 
treatments. This cannot be overstated. Finding an effective vaccine is in the interest 
of the United States and the entire world. 

We should be asking ourselves if we are truly seeing a turn in the tide or 
merely the calm before the storm. This disease is a formidable enemy, and it has 
already caught us off-guard more than once. Its patterns of transmission are not 
fully understood and have not been fully controlled. We should not take the chance 
of having our response come up short again. The stakes are too high. If we let our 
guard down now, the consequences could be much more catastrophic than what we 
have already seen. 
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Attachment 1 
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Ebola viruses (BBOV) catise ofteu fatal hemorrhagic fever In several species of simian primates including 
human. WliUe fntlt bats are considered natucol reservoir, Invoivemeiit of other species in BBOV 
transiuis^on is unclear. In 2009, Reston-BOOV was the flnt EBOV detected tit swine with indicated 
tiansmission to humans. In-contact transmission ofZairc-BBOVfZBBOV) between pigs weu demonstrated 
experimentally. Here we show Z^OV transmission from pigs to cynomolgus macaques without direct 
contect. Interestingly, transmission between macaques In similar housing conditions wts never observed. 
Pixels inoculated oro-nasally with ZBBOV were transferred to the room housing macaques in an open 
inaccessible cage system. AU macaques became infected. Infectious virus was detected in oro-nasal swateof 
pif^ets, and in blood, swabs, and tissues of macaques. This Is.tite first i-cpori of experimental interspedes 
virus transmission, with the macaques also used as a humati surrogate. Our finding may influence 
prevention and control measures during EBOV outbreaks. 


E bola viruses belong fo the family Fllovirldae, genus EMavirUs. Those endemic to Afrlta cause severe 
iiemorrivagk fever with frequmi fatal outcome in humans, great apes and several species of non-huinan 
primates (NHPs). Fruit bats are considered to be the imtuiai reservoir for EBOV In Aii^a‘. In20Q9,the only 
non-African knosvn species of BBOV. Reston Ebola virus (REDOV), was isolated from swltie in PbSippines, with 
antibodies Against the virus detected in pig fermersH Howevtor REBOV did not cause clinical signs in experi- 
mentally inoculated pigs^. In contrast to African species of EBOV, REBOV does not cause cUnical symptoms in 
huitians, although the infection may be fatal in cynomolgus macaques^. We have previously demonstrated dtat 
Zatre-EBOV (ZBBOV) can infect pigs, cause disease, and transmit to lb-contact pigs*. While primates develop 
systemic infection associated with immune dysregulatlon resulting in seveie hemorrhagic fever, the EBOV 
fiifectlon in striae affects mainly respiratory' tract, implicating a potential for airborne transmission of 
ZEBOV*'*. Contact exposure is considered to be fiw most Important route of Infectton with EBOV inprimates’, 
ahhougii there arc reports su^esting or suspecting aerosol transmission of EBOV from NHP toNH^"”, or In 
hiimatu based on epidcmioio^cal o^ervations". The present study was design to evaluate BBOV transniissloji 
front cxperlmentaliy Infected piglets to NHPs witiiout direct contact. 

Results 

Six fotir-weck old Landraccpi^ets(S»«icro/rt) were oronasaliyhvoadated with 10*TClDso of ZBBOV (Kikwlt 95) 
per nniinal. The piglets were transferred to a separate room for the inocuiations, and then moved l»ck Info the 
room containing four cynonto^ns macaques. This age group was selected based on the previous observation of 
differences in severity of the disease in ZBBOV inocuTat^pi^^ets* to ensure sulRcient survival time of the piglets 
potentially needed forvin«transml8sfon.and to determine whether piglets widiouc an overt clinical disease could 
transmit the virus. Tlje macaque tvere iiouscd in two kvcls of Individual cages inside die pig pert, and separated 
from the piglets by wire barrier placed about 20 cm in front of the bottom cages to prevent direct contact between 
the two species. Bottom cages homing NHPs Nos. 07M and 2QF were about 10 cm above the ground, top cages 
housing NHFs Nos. 34P and 51M were about 1.4 m above the ground. Tiie NHP cages were located linm^iatciy 
to the side of tlw air exluiusl system. Tlie cubicle layout respective to the airllow (Ten complete air exchanges per 
hour) in the room is schematically InthciUed In Suppiementai Figure SI, During die husbandry, piglets were 
moved away from the cages and enclosed by the gate system. The floor was quashed, taking care tlwt the w&Xet is 
sprayed at low pressure and away from the NHP cages, to avoid any splashes Into the bottom cages. Also the 
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figure 1 1 Detectton of£BOV RNA In nrabi and blood (A) Shedding In 
pig$i Square* represent the oral iwabs and triangles illustrate the nasal 
sv^u. Unc with dranionds shows the general trend of the oro>iiasal 
shedding. (B) Noii-human prhnalcs; square markers represent the oral 
swabs, diamonds tepresent the rectal swabs, triangles represent the nasal 
swabs, circles represent blood santpics. Gray markers-NHP Nr>. SIM and 
20P, black »tarken-N{iP07<M aiul 34F, (days post irtoeulatlon) and 

"dpe" (days post exposttre) on the X axis are equivalent. 

tQ cm space betmen ihe wire banter and the cages was cleaned 
separately wltJt frtnnl»g water prior to proceeding with NHP cage 
cleaning, Both anbniil species were fed slier tlte cleaning, providing 
new clean dislies for (he macaques, with staff changing disposable 
outer ^oveS between procedures and animals. The design and size of 
the animal cubicle did not allow to distinguish whether the traiu* 
mission was by tmesd, small or large droplets in the air, or droplets 
created dining flobr cleaning which landed inside the NHP cages 
(fomites). The husbandry flmv during the sampling days was: clean- 
ing, followed by sampling, then feeding, with staff changing dispos- 
able outer ^oves between procedures and animals. Pigs and NHPs 
were sampled on alternative days except for day 3 post Infection, 
when NHPs were samplctl in the morning and the piglets In the 
afternoon. 

Clinkal signs and gross pathology in sivinc, following Ihe inocu- 
lation whli EBOV, were comparaWe to previous infection slutly in 
piglets of this age group*. Increase hi respiratory rate (up to 80 
br«»th$/min) and in rectal temperatures (40.2-40.5*0) wasobseived 
between 5 and 7 days post infection (dpi). Alt p^ets aj^rently 
recovered from the disease by 9 dpi. P^ets Nos. i, 2 and 4 were 
euthiuiizfd at !2 dpi, and piglets Nos. 3. .land 6 at 14 dpi, based «i 
experimental sehediile. Clinical scores and paruinetere are provided 
in the Supplemcn^ry Information (iSupplemenia! Figure 2A, 
Supplemental Table i). No signiftcant lesions were obsnwd at the 
necropsy. Microscopic long lesions ^vere focal and not exlcnrive. 


v"> 

Figure 2 1 Luns^ macaque No.34P. Segmental attenuation and loss of 
respiratoty epldtttium in the branchioiar wall (large arrow) Mth some 
areas of the lungs relatively unaffected (arrowhead). Imntunostalning for 
Bbola idnu antigen was detected in occasionBi respinuoiy epithelial ceils 
(smalt arrow) aswdl as within alveolar and septal macrophages. 

B8t=50 pm. 

characterized by broncho-interstitial pncumoitia with a lobular pat- 
tern, slmlfer to those d«cribed in our previoBS report*. Virus antigen 
was detected by intmunoh is toebnuistry m three piglets (No. 2, 4. and 
week signal in No. S), primarily within the areas of necrosis often 
adjacent to brondiioles (Supplemental Fi^re S3A). The presntcc of 
virus in the lung was confirmed by detection of £BpV RNA employ- 
ing real-time RT-PCR targeting the L gene, and by idrus isolation on 
Voo E6 cells for piglet No. 2 and No.. 4. Virus isolation was also 
attempted from lung associated lymph nodes, based on detection of 
Ndral RNA, ydekUng one, successful isolatioii. Viral KN A was detected 
In subtnandibular lymph nodes of all pigleu, and in the spleen and 
liver of two piglets. Low level of viremia based on RNA levels was' 
detected In bl^ of four pixels at 5 and 7 dpk EBOV RNA was 
detected in nasal and oral sivabs of p^ets fiom I dpi until 7 dph 
inclusively (Figure 1 A), and from rect^ swabsoti day 1 and 5, but not 
at 3, 7 and 12 dpi (Supplemental Table |). Viral Isolation ivaa 
attempted on all swabs. Out 0(45 oral and nasal swabs positive by 
KI'-PCR, i6 ivere positive on virus isolation, while two out of II 
RNA'posItive rectal s^vabs tested positive fi>r virus. Presence of 
£UOV RNA in cell culture supernatant front tire isolates with 
obsen’ed CPF. was confirmed by retd time RT-PCR (Supplemental 
Tatde I; Supplemental Table 2). 

Air sampling was conducted eqi day 0, 3. S, ft and U post inocu- 
I.-I tion. Real time RT -PCR targeting the 1. gene detected viral RNA on 
da^ 4 ends post inoculation. Location in front ofthe bottom cages at 
about 75 cm above the floor was sampled In 30 min triplicates fol- 
lowing husbandry, durii^ the NHP sampling. Average mines of 4.4 
logio coptes/nU and 3.85 iogio copies/ml of the sampling buffer were 
detected at 6 and S dpi, reflectively. Virus isolations were not suc- 
cessful, likely due to the sampling buffer composition (0.1% Tween 
20 ). 

All four NHPs (MfliTtffl faseularls) \«!re alert and In good apparent 
health until 7 days post exiTasurc (dpe - corresponding to dpi of 
pi^cts) with ZEBOV. At 8 dpe, macaques 07M (bottom left cage) 
and 34F (u(fier right cage), hoiuedin cages located withinan airflow 
toward-s the exhaust .system, were eiilbanfecd based on dlnlcal signs 
typical for EBOV infection in NHI^ Both had petechial hemor- 
rliages cm the skin of the chest and along internal surfaces of the 
arms and legs. Macaques 5! M and 20F were visu^iy healthy until i2 
dpe, when early clinical signs were noted, and both animals were 
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euthanized the nest day (13 dpe). The NlIPs \me euthanizrf iAcn 
convlnchig clinical signs typical for BBOV infection beanie 
ent. preferably prior to the humane endpoint (Supplemental 
S 2 B 3 Supplemental Tabic 1 ). Examination of interiBd o^afts at the 
necropsy oeposed damages mainly to Qte lung (Supplemental Rpre 
S4) and liver. Microscopic lesions and antigen dairibaiion 1ft 
organs were similar to previous reports*^'**, except fiw the leskms 
and antigen distribution in lungs. Intei^tltial pneumonfeiivas^^ 
actcrized by thickened and hypercellular al\*eoiar septa due to 
tration by primarily maaophages (Supplemental Fig. 5B), 
multifocal areas of alveolar hemorrhage and edema. BBOV an^en 
was detected extensiwly in ah'eoiar and septal macrophage using 
double iminunostauung (Supplenjcnlal Fig 3C}, as wdl as wftldn 
pneumocjtes and endothelitd cells. Viral antigen was abo olM«v6d 
rvithin bronchlolar epltbelia! celts with adjacent segmental loss of 
epithelial cells (Figure 2.) and within respiratory epithelial celts of 
the trachea. The pattern of lesimis and {mmunostaining for EBOV 
antigen in lungs suggests infection of the lungs both, via re^iratory 
epithelium and due to vlremlc spread of the virus. 

There was a ramarkable di^erence in the type and quantity of 
inflitrating the lungs befttreen the macaques and the pigs, althou^ 
viral antigen was detected only in alveolar maoophages of both 
specks. Mbhocytcs/macrophag^swerc essentially the only leukocyte 
type infiltrating the lungs in non -human primate^ while large quant- 
ities of iton-infocted tympho^es Vi%i« recruited into the lungs. 
This phenomenon can be linked to different clinical picture in foe 
two anlinal specks: respiratory distress in pigs (sewre in a speclBc 
age group*) vmus systemic disease with no major respiratory signs 
in NHFs. It will be important to identify differeucss and sonilarities 
in Z£BOV-jndti«d pathogenesis and pathology between the two 
species in foture studies. 

Infection of foe NHPs with ZEDO V was confirmed by detection of 
viral RNA (real time RT-PCR targeting the L gene), and in all sam- 
ples collected at euthanasia by virus isolation. The Brst detection of 
ZEBOV RNA was in the Wood of NHI^ 34F and 07M at 6 dpe, with 
virus isolation from macaque 07M. This was fallowed by ZEBOV 
KNA dete^ioain nasal oral and rectal swabs h orn the same NHPs at 
8 dpe (Figui'e IB), A similat pattern was observed for macaques SIM 
end 20F, starling at II dpe with detection ofRNA In blood and virus 
isolation feoni animal 20F, foUo^ved by RNA and virus detection in 
swabs nt 13 dpi. Detection ofvira! RNA and infectious virus In blood, 
swabs and tissues of tite macaques (summarized in Supplemental 
Table 4 ) confirmed systonlc spread of tlie virus. Whde genome 
sequencing performed on virus nucleic acid from selected swab 
and lung samples from pigs and NHPs confirmed identity of the 
virus. 

Discussion 

Pigs vrere the source of ZEBOV at a time of infection of NHPs 
eutlwnized at 8 dpe (07M and 34F) since sheddhig from the maca- 
ques was not detect^ at dpe 3 or 5, NHPs euthanized at 13 dpe 
(20F, SIM) could Wive contracted ZEBOV from the environment 
contaminated by either species, considering previous reports on 
development of disease following aerosol exposure'*, other Inocu- 
lation routes’''’'^*, aithongfi pigs can generate infectious short range 
large aerosol droplets more efficiently then ofoer species'^ VVe haw 
also never observed transmission of EBOV from infected to naive 
macaques, including in an experiment employing foe same cage 
setting as in foe current study, where three NHPs intramusaiiarly 
inoculated with EBOV did not transmit the vines to one naive NHP 
for 28 daj's, the duration of the protoed. Duiinganotlier study, force 
F.BOV Infected NHPs cohabiting with 10 mlw NHPs in adjacent 
cage systems did not transmit tiie virus to naive anlinais for 28 days 
(unpublished data). The exact route of infection of foe NHPs is 
impossible to discern vdth certitude because they were euthanized 
at a time when EBOV liad already spread sysfcmlcally. HoweyCT, the 


attoiuation and loss of bronchlolar epithelium and the 
pr»«K» of Kwla virus antigen in some of foe respiratory epithelial 
in foe lungs of all macaques suggest tliat the airways were one of 
fife rouQS tnv^Ved in the acquisition of infection, coitsistent with 
prevlMis reports*-”. Other routes 0 / Inoc^atton generally did not 
feed to ksloiis in tlw respiratory tract comparable to those observed 
la this study*"*. 

Undn- conditions of the current study, transmission of ZEBOV 
«i«M hm occurred either by inhalation (of aerwol or larger drop- 
lets), and/or dra^et Inwulation of eyesand mucosal surfaces and/or 
byfomitesdue t6 droplets generated during the cleaning of the room. 
Infection of all four macaques in an environment, preventing direct 
contact between foe two ^edes and between the macaques them- 
sdws, supports the concept of airborne transmission. 

It is of interest, tifat the first macaques to become infected were 
housed in cages located directly within foe main airlow to foe air 
ncBaustsysksn. The experiniental setting of the present study could 
not quantify foe rehuive contfibution of aerosol, small and large 
droplets in foe air, and droplets landing inside the NHP cages 
(fomites) to H30V transmission beiween plg^ and inacaques. 
These ^tameters will need to be investigated using an experimental 
approach specifically designed to address this question. 

The present study pro\<ides evidatce that infected p!^ can effi- 
ciently transmit ZEBOV to NHPs in conditions reseinblitig farm 
setting. Our findings support the hypothesis that airborne transmis- 
sion may contribute to ZEBOV spread, spedficaily feom pi^ to 
primates, and may need to be considered in assessing transmission 
from animals to humans In general. The present experimental fin- 
ding would (splaln REBOV seropositivify of pig farmers in 
Philippines*-* tlut were not involved in fiaught^i^ or had no known 
contact with contaminated pig tissues. The results of this study also 
raise a possibility tlrat wild or domestic pi^ may be a natural (nun- 
rerervoir) host for EBOV participating in foe BTOV transmission to 
otlier species in sub-Saharan Africa. 


Methods 

Virus. '^DOV suuin Kikwlc 95 \vu{)r(xl»e<ci on VEItO £6 cellsin minkul esknttd 
medium (MEM) suj^lemeiited with 1% Ittsi bovine serum and sntibkIUs 
(PenUUlln/Slreplonwdn}. Vim* liters were deistmlned by siandsnl Td^wand/OT 
imniHii^aque «s»yt on VERO U cells. Procedures for the production and 
{tfopsgS^ ofZEBOV still all subrequeiitexiwiinniaTnwlvtitgliiffCitouSinsierisIs 
were prorated in foe Containment level (CU'theniHesof foe Caiiadhn Science 
Center for Human and Animal Kcallh (CSOIAH). 


ml expeelmenls. 

snlmal (tKillty for Uvo weeb, and hwTstd 
twine tnoculatfon. The macaques were Itowed tn IM> kvds t^indivKitw} etani 
aiepl8peii.andse{>sr*iedtt«mU>e(>lsI<tsby\virebarHerpIaC«dsbottr)acmln 
oTfoecagesio prevent direct contact between foetwospectes. Bottom rage* bo 
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k from a Itigh bealtb stous herd operated by a 
cr in Manitoba, Canada. Three-smb oM pisteu. 

dforsevendoysprlorio foeitiocu- 

iwn-luimanprlmatw. llie six pigleu 
TCID^toUiperaoIutaKas nd per each 
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_ and mesenteric lymph nodes Ktre 

coUecled at necrops}'. 

All inimil nunipulailons were performed unticr CL4 randUlons and followed 
Animal Use Docuroent Ho. ClSCHAH AUD* C- 1 1 -004 approved by the Aidma! <^re 


SnpNIlflC fifPORTS i 2 : 8 1 1 | DOI: 10.1038/srcpfo381 1 


3 




ComRiiCtM tsf the Cana<li»n Science CtaHre for Huntan and Ankttid M«dka!, GA) for 30 minutes and reacted with Vntcaii Past Red 

according toainlfollowi’iig the guidelines of the Canadian (Wd^«}tf«ile3.CA)«alKlr*te.Allsections ate coimletstained with Gilfs 

hemi^M^n. 

Vinislso!allQn.Swabscoilccle<l!nto I inlorcMRM.ldood.andliUit^iBmUigeMzi^ 

(Tis3twi>^fQi£igen)wwus^for\taislsolatiOTana«allin»Str-K:l^#k 1. l;«^.e,M.«^R«lt1saUasres«a'£dniofEWaalrus.A’otMre438,.'»7S-576(200S). 
Ail NflP samples ami swine rectal swabs were (dated in lO-fcddm^tdih^nK^ B*»dtftR.W.«4tWico¥«y of swine asahost for the RrsMnebokvirus.&Jewtv 

superiiataitt on Vero E6 cells with six replicates per dilution. At 7J-9B fc ftts- 32^-20^206 {2009>. 

Infection the plates were scored for eytopathJe ^«cl (CPE) and viiw »«* i WHO, Swi* B«sloft In pigs and Ivuntans. PitUlppines. ll^eeilj? npidmiolagkal 

werecakuUted using foe Ueed ami Muencitmctiiod.SwineKeUlcw^>i«ll()be- %^7, 47>S0(20a9). 

howew carried overonto replica plates for three pamges piM » readteg the CPE 4... A-Wn^Khota Reslon sirus Infecttcm in pigs: clinlalslgHifKaiKe and 

Swine nasal3ndomIswabs,bloodai>d tissues were DritaiUdyzedbyreallhneST-POl- tm^dUfoapoleRtiitl.i. Dls. 204 (Suppi.3XS80!-^809(2Ql!). 

taigelingtheZPBOVLgen^fcdiosv-edbystcuslsoialloiioitVcroE&celUInPd'pt^ )d^ng,RE:e{(i).B]^rimentiil Infection of c^noniolgusnsacaqueswifo Ebola- 

on selected sanipies. ^toetnae* ftom foe fWS-l 990 U.S. qjhoollc, Anb Virol Snp^ 1 1, 

115-134X1996). 

VinisRNA detection. NHP samples; Total RNAwasisoUttd from tfema|ireH^ ^ Ktdfoiger.G.P. el <rf. Replication, pathogcnldty.sheddh® and ttansmisslon of 

and homo^iiijed In RNA later employing foe IU4easy MW Kit (QIAGEJ^. ifolA 2A« ctxdarinis in pigs. / infect, W. 204i 200-308 (JOH). 

from nasal wasliesand swabs seas isolated iiidngtheQlAan^VWRNA MW ^ Bengali. H, & Crifoert T. W.' Ebola liaenioirhaejc lever, Tfetmicel 377, 

{QIAGEN, GinbH). 649-662(3011). 

Swinejamp!«:nNAwaslsolate<lii$infTtluufe Reagent OtecheApplfcdSdence) » n »« r«ii,Wn»,t simian hemarrhaaic&vcf and Ebola vimi 

aecnrdina to thomaniiforiUmPe recommendaltatis ftoin nwhs. Mnodiw JO« wAr • * " I "'‘""‘'"r*. - T 1. ™ t 


supernatant on Vero E6 ceUs seith six replicates per dilution. At 72-96 a piw- 
infection, the plates were scored for eytopauhle ^«cl (CPE) and viiw foets 

were cakuUted using foe Reed ami Muenchmctiiod. Swine neUlswfofi^ldtc- 
liowesw carried overonto replica plates for three psasagcs ptw » readtog the CPE 
Swine nasal and oral swabs,blood and tissues sverc DritaRat^dbyrealthneST-POl- 
ta^eling the ZEBOV 1. gen^ fedioswd by vjcus isolaltoii on Veto EficdUIn 
on selected sanipies. 

Vims RNA detection. NKP samples; Total RNA was isoUfod fitmi ti£ms|>r»£(^ 
and liomo^iiised In RKA later employing the IU4easy MW Kil (QIAGEi^. ifofA 
from nasal tvaslies and swabs seas isolated irdng the QlAan^ VM RNA MW ^ 
{QIAGEN, GinbH). 

Swine samples: RNA was Isolated using Ttipure Reagent (Roche Applied Sdeace) 
according to the inanufocisifer's recommendaitema foom tneabs, blood at lOKiyiiv 
tissue homogenates in cMBM. One JRep rcal-tlinc RT-PCR was canted oat using 
fr^iowlng primers and probe; 

ZebovForscarrl -CAGCeAGCAATTrCTTCCATi 

ZebovRcverse-rn'CGGTrGCrQlTTCrGTOi 

ZebovProbeFAM-ATCATTCGCGTACTGGAGGAGCACNFQ. 

Animund citlerovitus HNA (Asuragen) was used as external exlractlonAreaciioh 
control. Quantltect Reverse Transciiptase Real-time PCRkH{Qiagett} seas employed 
for the PCR reactions according to the nianufocturer's specIR^hms. Rexfoiu con- 
ditions for liw RT-PCR svere si foltoses: SO'C for 30 mintite« 95^ for 15 mlnules; 
4Scyckiof9S'Cfor t5.se<ondsMatvedby60'Cfi?4S secoodi. The samples v,tre 
run cm the Uolor-GeRe 6GOO (QiagNi) or on tlx the li^Q-ckr 460 (Roche Applied 
Science); Copy numbers tvere <kicrm)ited based mi the L-geoe Ebtda jdasintd 
standard coniiel curve. Cut off value for samples to be considered pofoive were i 
logio copies/int (Rotorgenc) or 3.tS log,* coples/ml (Ll^Qxler 480). 

Air sampling. Tlie air was sampled using RloCapturedSO Air Sampler (FilR. 
Arlington, VA) on day's 0,3, 6. 8 and U post foocutaifonr^ the ]U^ls. The air 
san^llngstarl^ atlerhustodry, concurrent (Cl NHPaaRtpltng.tocr in the morning 
before noon.t.ocatian (n from c^thebottomcagea at about 79 entabove the door was 
san^IedindO niln iriplRaiei.'nieccdleciion tookplaeeoveraspan^abouttuxt 
hou» !r total (three 30 m!n eoQeetlon timeasylfo <hang« of emtidgea In beiwcca). 
Tlte air laiupier device coilecu ptvUclee by bubbling the air through a. pre-loaded 
buffer (0.74MTrls/0.] Tween 20) pravhtcd In a realed cartridge by the insuufociurer. 
This tolulioQ is not^lmal for recovery of Rve enveloped viruses, and virus isolation 
attemiRs wens unsuccieasfol. ZEOOV RNA was detected by real time RT-PCR 
targeting foe L ^e. 

RItOV aer^uciiclng. Vlni RNA previously extracted for real lime PCR was sequenced 
by tint geUeratlngcDNA with the use ot Omnlscript reverse transcriptase (Ql^en) 
and random hexfimera along with ipecMlcKBOV priowrs foSoveedby PCR srith 
IProafhlgh Ibleitty UNA polyTRCrase (Bio- Rad) with specific primers (available upon 
request). UNA sequenciitg was carried out using (he 3730x1 DNA Analyser (ABI). 

Histology and immunohliiocheinlstry. 'tissues vtxre fixed In lOUMUtral phosphate 
buffeced formalin, paralRn embedded usirtg standard procedures, sectioned at 5 in, 
and stained With hematoxylin and eosfo (UQ for histopatltdogie examination. 
Detection of viral antigen was perfbsnted using A 1 ilOOOdUnlion of' rabbit polyclonal 
antl-ZRBOV VP'IOantlbodycf described previously*. IdentlEcetion of maero|foages 
In the hingt W4S petfqrmcd by hitmimriitaliilng for the macmfdiage/inenocyle 
marker 11 udng^nf Mac3S7 (Da](^ DSA) primary sntfoodi^ The tissue sections 
werequenched w 10 minutes In aqueous 348 hydrogen petoxidr, prior to retrieval of 
epitopes using high pH ARIO (BloGeiKX. CA) hs a OloCate Medical Uectoaking 
aamber. Antibody done Mae 387 was addled for. 10 mfnutes at ti dUuiion of 
1:3200, and risiialived using an AP-polymer kit, Mad) 4 Unlwrsal (OfoCare Medical. 
CA) for 30 ndiiulo, and reacted with Vulcan East Red (DioCare Medlnl CA) 
substraie.EortheMtc.-l87/E.lWadDubfosialn,anilbodyCioneMse^wosai<pIi«l 
for lO iniinjtes at a d'foiH«» of 1:3200, and visuaflied uslnga niuMink horseradish 
iwroxidate labeled kit. Super Sensitive Link- Label IHC Detection System (UoGmex; 
CA), reacteil with foe dtramogen dlamlnobenridiiic (DAB), 'fhe sectkms were then 
Incubated vdth a denaturing solution (1 part A, 3pans E BloOiK hledicol, CA) for 
5 mihuics, precreated with proteinaseKeniymc for iO minutes, andrabitpolyvional 
aiill-Ebota Vjtrc VP40 aiiilhody w-aS applied to the sections :d a !:3,(MMdilullcm for 
one hour. The anti -F.BOV antibody teas visusllrcd using an AP-pdymer kit. Math 4 
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Ebola Virus Disease in West Africa — The First 9 Months 
of the Epidemic and Forward Projections 

WHO Ebola Response Team* 

ABSTRACT 


BACKGROUND 

On March 23, 2014, the World Health Organization (WHO) was notified of an out- 
break of Ebola virus disease (EVD) in Guinea. On August 8, tl»e WHO declared the 
epidemic to be a “public health emergency of international concern.” 

METHODS 

By September 14, 2014, a total of 4507 probable and confirmed cases, including 
2296 deaths from EVD (Zaire species) had been reported from five countries in 
West Africa — Guinea, Liberia, Nigeria, Senegal, and Sierra Leone. We analyzed a 
detailed subset of data on 3343 confirmed and 667 probable Ebola cases collected 
in Guinea, Liberia, Nigeria, and Sierra Leone as of September 14. 

RESULTS 

The majority of patients are 15 to 44 years of age (49.9% male), and we estimate chat 
the case fatality rate is 70.8% (95% confidence interval [Cl], 69 to 73} among per- 
sons with known clinical outcome of Infection. The course of infection, including 
signs and symptoms, incubation period (11.4 days), and serial interval (15.3 days), 
is similar to that reported in previous outbreaks of EVD. On the basis of the initial 
periods of exponential growth, the estimated basic reproduction numbers (R^ are 
1.71 (95% Cl, 1.44 to 2.01) for Guinea, 1.83 (95% Cl, 1.72 to 1.94) for Liberia, and 

2.02 ^5% Cl, 1.79 to 2.26) for Sierra Leone. The estimated current reproduction 
numbers (R) are 1.81 (95% Cl, 1.60 ro 2,03) for Guinea, 1.51 (95% Cl, 1.41 to 1,60) 
for Liberia, and 1.38 (95% Cl, 1.27 to 1.51) for Sierra Leone; the corresponding 
doubling times are 15.7 days (95% Cl, 12.9 to 20.3) for Guinea, 23.6 days (95% Cl, 

20.2 to 28.2) for Liberia, and 30.2 days (95% Ci, 23.6 to 42.3) for Sierra Leone. As- 
suming no change in the control measures for this epidemic, by November 2, 2014, 
the cumulative reported numbers of confirmed and probable cases are predicted to 
be 5740 in Guinea, 9890 in Liberia, and 5000 in Siena Leone, exceeding 20,000 in 
total. 
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CONCLUSIONS 

These data indicate that without drastic improvements In control mea.surcs, the 
numbers of cases of and deaths from EVD are expected to continue increasing from 
hundreds to thousands per week in the coming months. 
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A S OF SEPTEMBER. 14, 2014, A TOTAL OF 
4507 confirmed and probable cases of 
Bboia virus disease (EVD), as wbl! as 2296 
deaths from the virus, had been reported from 
five countriCvS in West Africa — Guinea, Uberta, 
Nigeria, Senegal, and Sierra Leone. In terras of 
reported morbidity and mortality, the current 
epidemic of EVD is far larger than ail previous 
epidemics combined. The true numbers of cases 
and dearlis are certainly higher. Tliere are nu- 
merous reports of symptomatic persons evading 
diagnosis and treatment, of laboratory diagnoses 
that have not been included in national databas- 
es, and of persons with suspected EVD who were 
buried without a diagnosis having been made.* 
The epidemic bcpn in Guinea during De- 
cember 2013,* and the World Health Organiza- 
tion (WHO) was officially notified of the rapidly 
evolving EVD outbreak on March 23, 2014. On 
August 8, the WHO declared the epidemic to be 
a “public health emergency of international con- 
cern.”^ By mid-September, 9 months after the 
first case occurred, the numbers of reported 
cases and deaths were still growing from week 
to week despite multinational and multisectoral 
efforts to control the spread of infection.* The 
epidemic has now become so large that the three 
most-affected countries — Guinea, Liberia, and 
Sierra Leone — face enormous challenges in im- 
pleraemiug control measures at the scale re- 
quired to stop transmission and to provide clini- 
cal care for ail persons with EVD. 

Because Gboia virus is spread mainly through 
contact with the body fluids of symptomatic 
patients, transmission can be stopped by a com- 
bination of early diagnosis, contact tracing, pa- 
tient isolation and care, infection control, and 
safe burial.* Before the current epidemic in West 
Africa, outbreaks of EVD in central Africa had 
been limited in size and geographic spread, 
typically affecting one to a few hundred persons, 
mostly in remote forested areas.** The largest 
previous outbreak occurred in the districts of 
Gulu, Masindi, and Mbarara in Uganda.* This 
outbreak, which generated 425 cases over the 
course of 3 months from October 2000 to |anu- 
ary 2001,*^ was controlled by r^orous application 
of Interventions to minimize further transmis- 
sion — ■ delivered through the local health care 
system, with support from international part- 
ners.*-’’*’ 

We now report on the clinical and epidemio- 


logic characteristics of the epidemic in Guinea, 
Liberia, Nigeria, and Sierra Leone during the 
first 9 months of the epidemic (as of September, 
14, Senegal had reported only a single case). We 
document trends in the epidemic thus far and 
project expected case numbers for the coming 
weeks if control measures are not enhanced. 


METHODS 


SURVEILLANCE 

Full details of the methods, along with sensitivity 
and uncertainty analyses, are provided in Supple- 
mentary Appendix 1, available with the full text 
of this article at NEJM.org; a summary is pro- 
vided here. Case definitions for EVD have been 
reported previously by the WHO.** In brief, a sus- 
pected case IS illness in any person, alive or dead, 
wlio has (or had) sudden onset of high fever and 
had contact with a person with a suspected, 
probable, or confirmed Ebola case or with a dead 
or sick animal; any person with sudden onset of 
high fever and at least three of the following 
symptoms: headache, vomiting, anorexia or loss 
of appetite, diarrhea, lethargy, stomach pain, 
aching muscles or joints, difficulty swallowing, 
breatliing difficulties, or hiccupping; or any per- 
son who had unexplained bleeding or who died 
suddenly from an unexplained cause. A probable 
case is illness in any person suspected to have 
EVD who was evaluated by a clinician or any pe^ 
son who died from suspected Ebola and had an 
epidemiologic link to a pereon with a confirmed 
case but was not rested and did not have labora- 
tory confirmation of the disease. A probable or 
suspected case was classified as confirmed when 
a sample from the person was positive for Ebola 
virus in laboratory testing. 

Clinical and demographic data were collected 
with the use of a standard case investigation form 
(see Supplementary Appendix 1) on confirmed, 
probable, and suspected EVD cases identified 
through clinical care, including hospitalization, 
and through contact tracing in Guinea, Liberia, 
Nigeria, and vSierra Leone. To create the fullest 
[wssible picture of the unfolding epidemic, these 
data were supplemented by information collect- 
ed in informal case reports, by data from diag- 
nostic laboratories, and from burial records. The 
data recorded for each case included the district 
of residence, the district in which the disease 
was reported, the patient’s age, sex, and signs 
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and symptoms, the date of symptom onset and 
of case detection, the name of tlie hospital, the 
date of hospitalization, and the dace of death of 
discharge. A subgroup of case patients provided 
information on potentially infectious contacts 
with other persons who had Ebola virus disease, 
including possible exposure at funerals. We 
present here the results from analyses of de- 
tailed data on individual confirmed and proba- 
ble cases recorded by each country in databases 
provided to the WHO as of September 14, 2014; 
analyses of confirmed and probable cases, to- 
gether with suspected cases, are provided in 
Supplementary Appendix 1. 

ETHICAL CONSIDERATIONS 

This study is based on data collected during sur- 
veillance and response activities for EVD in 
Guinea, Liberia, Nigeria, and Sierra Leone. All 
information on individual patients has been ano- 
nymized for presentation. 

CLINICAL MANIFESTATIONS AND CASE FATALITY RATE 

We report on the frequency of symptoms in pa- 
tients with confirmed and probable EVD cases 
overall and by country. We evaluated potential 
risk factors for a fatal outcome, including sex, 
age group (<15 years, 15 to 44 years, and k45 
years), general and hemorrhagic symptoms, and 
occupation (whether the patient was or was not a 
health care worker). We performed the analysis 
using logistic-regression models, with data on 
patients for wliom cherc.was a definitive outcome 
(death or recovery) by August 17, 2014. 

The case fatality race was calculated as the 
percentage of fatal EVD cases among reported 
cases with a known definitive clinical outcome 
{see Supplementary Appendix 1). For compari- 
son, we also calculated a case fatality rate that was 
based only on the ratio of reported deaths to re- 
ported cases, including in the denominator cases 
for which the clinical outcome is unknown. 

KEY TIME PERIODS 

We investigated five key time periods that char- 
acterize the progression of infection, the detec- 
tion, care, and recovery or death of a person with 
Ebola virus disease, and the transmission of in- 
fection: the incubation period, which is the time 
between infection and the onset of symptoms 
(information that Is relevant for assessing the 
lengtli of time that case contacts have to be fol- 


lowed up)j the Interval from symptom onset to 
hospiraii^ioii (which is indicative of the infec- 
tious period in the community); the interval from 
hospital admission to death and the interval 
from hospital admission to discharge (both of 
which are relevant to assessing the demand for 
beds in relation to hospital capacity); the serial 
interwil, which is defined as the interval between 
disease onset in an index case patient and dis- 
ease onset in a person infected by that index case 
patient; and the generation time, whicli is the 
time between infection in an index case patient 
and infection in a patient infected by that index 
case patient (required to estimate the reproduc- 
tion number, or R, of the epidemic). 

The incubation period was estimated retro- 
spectively (by having patients with confirmed 
cases recall the likely source of infection), with 
a distinction made between persons with single 
exposures and those with multiple exposures, In 
the case of multiple exposures, all the times of 
exposure were used to fit a parametric distribu- 
tion (see Supplementary Appendix 1 for a sensi- 
tivity analysis). The interval from symptom onset 
to hospitalization is summarized as the mean, 
rather than the median, number of days to re- 
flect the average person-days of tnfectiousness 
in the community. The mean duration of hospi- 
talization was estimated as the average number 
of days from hospitalization to discharge and 
the average number of days from hospitalization 
to death, weighted by the proportion of patients 
who died. For each statistic we calculated the 
mean, median, and Interquartile range and fit- 
ted a gamma probability distribution to model 
the variation among persons (see the results in 
Supplementary Appendix 1). Separate estimates 
were obtained for health care workers and for all 
other adults. The serial interval was estimated 
from a subgroup of patients for whom Informa- 
tion was available on the time of symptom onset 
in known or suspected chains of transmission. 
For EVD, we expect the generation time distribu- 
tion to be nearly identical to the serial interval 
distribution (result derived in Supplementary 
Appendix 1). 

qUANTIFICATION OF THE SPREAD OF INFECTION 
AND PROJECtlON OF FUTURE CASES 

'Hie basic repraduction number (R^) is the aver- 
age number of secondary cases that arise when 
one primary case is introduced into an uninfect- 
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ed population. These secondary cases arise after 
a period measured by the serial interval or by the 
generation time. When is greatCT than 1, in- 
fection may spread in the populatkin, and the 
rate of spread is higher with increasingly high 
values of The doubling time (the time re- 
quired for the incidence to double) was estimated 
on the basis of the reproduction number and the 
serial interval.” After the early phase of expo- 
nential growth in case numbers, once infection 
has become established, the numba: of people 
still at risk declines, so the reproduction number 
fells from its maximum value of to a smaller, 
net reproduction number, When R, falls below 
1, infection cannot be sustained. Bscimates of R^ 
and R, help in evaluating tlie magnitude of the 
effort required to control the disease, the way in 
whicli transmission rates have fluctuated through 
time, and the effectiveness of control measures 
as they are implemented. 

We estimated R, over time from the time 
series of incidence of cases (i.e., a plot of the 
number of new cases per week over the course 
of the epidemic) and from our estimate of the 
serial interval distribution.** We then estimated 
Ry for the early stages of the epidemic, when 
transmission rates were at their highest, on the 
basis of the date of symptom onset. As de- 
scribed in Supplementary Appendix 1, average 
estimates of R, for the period from July 28 to 
September 7, 2014, which were made on the 
basis of the date of report to fecilitate com- 
parison with future cases, were used to project 
future cases, allowing for both uncertainty in 
the estimates of and stochastic variability in 
the transmission process. 


RESULTS 


SCALE OP THE EPIDEMIC 

A total of 4507 confirmed and probable EVD 
eases were reported to the WHO between De- 
cember 30, 2013, and September 14, 2014 — a 
37-week period. A total of 718 confirmed and 
probable cases and 289 deaths were reported in 
the week of September 8 thmugh September 14 
alone. The numbers of confirmed and probable 
cases reported by each country over time are 
shown in Figures 1 and 2. Detailed Information 
was available on 3343 confirmed and 667 prob- 
able casesj these cases were used in all our anal- 
yses, with the exception of projections (results of 


analyses based on confirmed, probable, and sus- 
pected cases are provided in Supplementary Ap- 
pendix 1). The median age of persons with BVD 
was 32 years (interquartile range, 21 to 44), and 
there were no significant differences in the age 
distribution of persons with BVD among coun- 
tries, The majority of persons with EVD (60.8%) 
were between 15 and 44 years of age (this age 
group makes up only 44% of the population) 
(Table 1). There were also no significant differ- 
ences among countries in the total numbers of 
male and female persons with EVD reported 
(49.9% of the total were male patients; within- 
country differences have not yet been fully inves- 
tigated). EVD has taken a heavy toll among 
health care workers in Guinea, Liberia, and Si- 
erra Leone. By September 14, a total of 318 cases, 
including 151 deaths, had been reported among 
health care workers. 

GEOGRAPHIC ORIGIN AND THE SPREAD 
OF INFECTION 

In December 2013, the first cases occurred in 
Gu^ck^dou and Macenta districts, the focus of 
tlie epidemic in Guinea. During March 2014, a 
rise in the numbers of cases in these two dis- 
tricts, in addition to the first reports from Lofa 
and other districts in Liberia, was followed by 
the discovery of cases in the capital, Conakry. A 
second increase in case incidence in Guinea — 
first in Gu^ckedou and Macenta and then in the 
capital — occurred in May and june. 

During May, the focus of the epidemic in 
Guinea expanded to the neighboring districts of 
Kenema and Kailahun in Sierra Leone, and in 
June further cases were reported in Lofa district 
in Liberia. These five districts have remained the 
focus of transmission in the border areas of the 
three countries. From July onward, there were 
sharp increases in case numbers at the epidemic 
foci in all three countries, at other sites away 
from the epicenter, and in the capital cities of 
Conakry, Freetown, and Monrovia (Fig. 1, and 
animated map and timeline at NDJM.org). How- 
ever, although EVD has spread to many pans of 
Guinea, Liberia, and Sierra Leone, it has not 
been reported in all districts In the countries: 
among the total of 67 districts in the three coun- 
tries, only 43 have re]3orted one or more con- 
firmed, probable, or suspected cases, and more 
than 90% of cases have been reported from Just 
14 districts. 
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figura I,. pistHcta A^ectcd by Ebola Virus Disease in Three Countries In Africa. 

The rnap shows the districts that haW; been a^ected by ^la virus disease in Guinea, Liberia, and Sierra Leone. 
Gray eSrefes Indicate the total numbers of confirmed and probable Ebola cases reported In each affected district, 
and red circles the rtumber reported during the 21 days leading up to September 14, 2014. 


CLINICAL MANIFESTATIONS AND CASE FATAIITT RATE 

Table 1 provides iiiforniatlon on dcmogiaphic 
characteristics and symptom Frequency In pa- 
tients with confirmed or probabie BVD wkh a 
definitive outcome iti Guinea, IJberia, Nigeria, 
and Sierra Leone, The most common symptoms 
reported between symptom onset and case detec- 
tion included fever <87.1%), fatigue <76.4%), loss 


of appetite (64.5%), vomiting (67.6%), diarrhea 
(65.6%), headache (53,4%), and abdominal pain 
(44.3%). Specific hemorrhagic symptoms were 
rarely reported (in <1% to 5.7% of patients). “Un- 
explained bleeding," however, was reported in 
18.0% of cases. These patterns are similar in 
each country (see Supplementary Appendix 1). 

Assessing the case Vitality rate during this 
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Ffgure 2. ^e)(ly lneldfine« of ConHimed, Probable) and Suspected Ebola Virus Disease Cases. 

Shown Is the weekly Incidence of confirmed, probable, and suspected EW cases, according to actual or Inferred week of syftipK^ on- 
set. A suspected case is Illness in any person, alive or dead, who has {or had) sudden onset of high fever and had contact with a person 
with a suspected, probable, or confirmed Ebola case or with a dead or sick animal; any person with sudden onset ofhi^ fever and at 
least three Of the following symptoms: headache, vomiting, anorexia or loss of appetite, diarrhea, lethargy, stomach pain, aching mus- 
cles Of joints, difficulty swallowing, breathing difficulties, or hiccupping; or any person who had unexplained bleeding or who died sud- 
denly from an unexplained cause. A probable case Is illness In any person suspected to have EVD who was evaluated by a clinician or 
any person who died from suspected Ebola and had an epidemiologic link to a person with a confirmed case but was not tested and did 
not have laboratory confirmation of the disease. A probable or suspected case was classified as confirmed wher? a sample from the pe^ 
son was positive for Ebola virus In laboratory testing. 


epidemic is complicated by Incomplete informa- 
tion on the clinical outcomes of many cases, 
both detected and undetected. Estimates of the 
case fatality rate (Table 2) derived by calculating 
the ratio of all reported deatlis to all reported 
cases to date are low In comparison with his- 
torical outbreaks and are highly variable among 
the affected countries. However, estimating the 
case fatality rate using only the 46% of cases 
with definitive recorded clinical outcomes gives 


higher estimates that show no significant varia- 
tion among countries (Table 2). This analysis 
shows that by September 14, a total of 70.8% 
(95% confidence interval fCIl, 68.6 to 72.8) of 
case patients with definitive outcomes ha^ 
died, and tills rate was consistent among Guin- 
ea, Liberia, and Sierm Leone (Table 2). The case 
focallty rate in Nigeria was lower (45.5%), tiiough 
this estimate is based on only 11 recent cases, 
lire case fatality rate among hospitalized case 
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patients was 64,3% <95% Cl, 61.5 to 67.0) lower 
than that among all patients with definitive out- 
comes and was consistent among countries. The 
case fatality rate among health care \wrkers 
ranged from 56.1% (95% Cl, 41.0 to 70,1) in 
Guinea to 80,0% (95% Gi, 68.7 to 87.9) in Liberia 
(Table 2). Risk for a fatal outcome, after 
adjustment for country, are provided in Table 1. 
Significant risk factors for death include an age 
of 45 years or older as compared with 44 years 
of age or younger (odds ratio, 2.47; 95% Cl, 1,79 
to 3.46) and a number of general symptoms 
(diarrhea, conjunctivitis, difficulty breathing or 
swallowing, confusion or dtsorieiitarion, and 
coma) and hemorrhagic symptoms (unexplained 
bleeding, Weeding gums, bloody nose, bleeding 
at tlie injection site, and bleeding from the va- 
gina) (odds ratios and 95% confidence intervals 
for these factors are provided in Table 1). 

KEY TIME PERIODS 

The mean incubation period tvas 11.4 daj'S (Table 
2 and Pig. 3A), and did not vary by country (Fig. 
3B, 3C, and 3D). Approximately 95% of the case 
patients had symptom onset within 21 days after 
exposure (Pig. 3A), which is the recommended 
period for follow-up of contacts. The estimated 
mean CfcSD) seria! interval was 15.3±9.3 days 
(Table 2 and Fig. 3B), which is the same as the 
estimated mean generation time (see Supplemen- 
tary Appendix 1). The mean time from the onset 
of symptoms to hospitalization, a measure of the 
period of Infectiousncss in the community, was 
5.0±4.7 days (Table 2), and was no shorter for 
health care workers than for other case patients. 
The mean time to death after admission to the 
hospital was 4.2±6.4 d.'iys, and the mean time to 
discharge was 11.8±6.1 days. The mean length of 
stay in hospital was 6.4 days In Guinea, Liberia, 
and Sierra Leone (Table 2). 

QUANTIFICATION OF THE SPREAD OF INFECTION 
AND PROjECTION OF FUTURE CASES 

Estimates of the basic repmduction number, Rg, 
werel.71 £95% Cl, 1.44 to 2.01) for Guinea, 1.83 
(95% Cl, 1.72 to 1.94) for Liberia, 1.20 (95% Cl, 
0.67 to 1.96) for Nigeria, and 2.02 (95% Cl, 1.79 
to 2.26) for Sierra Leone (Table 2, and Pig. S7 In 
Supplementary Appendix 1). Although reflects 
the maximum potential for growth in case inci- 
dence, Figure S7 in Supplementary Appendix 1 
siK)ws the variation in the estimated net repro- 


dui^fon number, during the course of the epi- 
demic. Between March and July 2014, the R, for 
Guina fhictoated around the threshold value of 
1 but appeared to increase again in August, re- 
flecting the rise in case incidence in Macenta dis- 
trict. In Siwra Leone, tlie value of R, dropped be- 
tween June and August as the case incidence 
stabilized in Kenema and Kailaliun. In Liberia, 
the R, remained above 1 for most of the period 
between March and August, reflecting the con- 
sistent Increase in case incidence (Fig. S9) in that 
country. 

The growing numbers of cases reported from 
Guinea, Liberia, and Sierra Leone in August and 
early September suggest that the R, remains 
above 1 in a still-expanding epidemic (reliable 
estimates of R, could be obtained only to early 
September owing to reporting delays). As of 
September 14, the doubling time of the epi- 
demic was 15.7 days in Guinea, 23.6 days in Li- 
beria, and 30.2 days in Sierra Leone (Table 2). 
We estimate that, at tlie current rate of increase, 
assuming no changes In control efforts, the cu- 
mulative number of confirmed and probable 
cases by November 2 (the end of week 44 of the 
epidemic) will be 5740 in Guinea, 9890 in Libe- 
ria, and 5000 in Sierra Leone, exceeding 20,000 
cases in total (Fig. 4, and Table SB in Supple- 
mentary Appendix 2). The true case load, includ- 
ing suspected cases and undetected cases, will 
be higher still. 


DISCUSSION 


Although the current epidemic of £VD in West 
Africa is unprecedented in scale, the clinical 
course of infection and the transmissibility of 
the virus are similar to those in previous EVD 
outbreaks. The incubation period, duration of ill- 
ness, case fatality rate, and are all within the 
ranges reported for previous BVD epidem- 
Our estimates of Rg are similar to other 
recent estimates for this West Africa epldem- 
ic,i9-33 xhe combination of signs and symptoms 
recorded between symptom onset and clinical 
presentation is also similar to that in other re- 
ports.”*^'*”*’® We infer that the present epidemic 
is exceptionally large, not principally because of 
the biologic characteristics of the virus, but rath- 
er because of the attributes of the affected popu- 
lations and because control efforts have been 
insufficient to halt the spread of infection. 
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Certain characteristics of the affected popula- 
tions may liave led to the rapid geographic dis- 
semination of infection. The po|niIattons of 
Guinea, Liberia, and Sierra Leone are highly in- 
terconnected, with much cross-border traffic at 
the epicenter and relatively easy connections by 
road between rural towns and villages and be- 
tween densely populated national capitals. The 
large intermixing population has fecilitated the 
spread of infection, but a large epidemic was 


not inevitable. In Nigeria, the number of cases 
has so far been limited, despite the introduction 
of infection into the large cities of Lagos (ap- 
proximately 20 million people) and Port Har- 
court (>1 million people). The critical determi- 
nant of epidemic size appears to be the speed of 
implementation of rigorous control measures. 

Previous experience with EVD outbreaks, 
though they have been limited in size and geo- 
graphic spread, suggests that transmission can 


Table 1. Demographic Characteristics and Signs and Symptoms in Confirmed and Probable Ebola Case Patients with a 


I DeflnltiveClinlcai Outcome in Guinea, Liberia, Nigeria, and Sierra Leone.* 





Patients Who 

Patients Who 

Odds Ratio 

Variable 

All Patients 

Died 

Mo./tolo/ no. (%J 

Recouped 

(9S%CI)t 

Demographic characteristics 

Male sex 

685/1415 (42.4) 

515/1056 (48.8) 

170/359 (47.4) 

0.93 (0,73-1.19) 

Age group 

<15 yr 

190/1378 (13.8) 

145/1021 (14.2) 

45/357 (12.6) 

1.18 (0.83-1.71) 

15-44 yr 

838/1378(60.8) 

577/1021 (56.5) 

261/357 (73.1) 

0.48 (0.36-0.62) 

S545yf 

350/1378 (25.4) 

299/1021 (29.3) 

51/357(14.3) 

2.4? (1.79-3.46) 

Health care vwrker 

158/1429(11.1) 

112/1067 (10.5) 

46/362 (12.7) 

0.86 (0.60-1.27) 

Signs and symptoms 

Gertcral symptoms 

FeverJ 

1002/1151(87.1) 

746/84$ (88.2) 

256/305 (83.9) 

1.34 (0.92-1,95) 

Fatigue 

866/1133 (76.4) 

633/829 (76.4) 

233/304 (76.6) 

0.94 (0.68-1.28) 

loss of appetite 

681/1055 (64.5) 

498/778 (64.0) 

183/277(66.1) 

0.92 (0.69-1.23) 

Vomiting 

753/1114 (67.6) 

566/816 (69.4) 

187/298 (62.8) 

1.19 (0.89-1.59} 

Diarrhea 

721/1099 (65.6) 

555/813 (68.3) 

166/286 (58.0) 

1.42 (1.06-1.89) 

Headache 

553/1035 (53.4) 

407/757 (53.8) 

146/278 (52.5) 

1.03 (078-1.36) 

Abdominai pain 

439/992 (44.3) 

311/715(43.5) 

128/277 (46.2) 

0.85 (0.64-1.13) 

Muscle pain 

385/990 (38.9) 

293/728 (40.2) 

92/262 (35.1) 

1.24 (0.92-1,67) 

Joint pain 

374/950 (39.4) 

283/695 (40.7) 

91/255 (35.7) 

1.32 (0.98-1.80) 

Chest pain 

254/686 (37.0) 

196/488 (40.2) 

58/198 (29.3) 

1.53 (1.07-2.20) 

Cough 

194/655 (29.6) 

150/462 (32.5) 

44/193 (22.8) 

1.74 (1.18-2.61) 

Difitcuity breathing 

155/665 (23.3) 

123/472 (26.1) 

32/193 (16.6) 

1.68 (1.10-2.63) 

Difficulty swallov/fng 

169/514(32.9) 

138/375 (36.8) 

31/139 (22.3) 

2.22 (1.41-3.59) 

Conjunctivitis 

137/658 (20.8) 

109/465 (23.4) 

28/193 (14.5) 

2.03 (1.29-3.29) 

Sore throat 

102/467 (21.8) 

82/339 (24.2) 

20/128 (15.6) 

1.94 (1.13-3.46) 

Confusion 

84/631 (13.3) 

68/446 (15.2) 

16/185 (8.6) 

2.00 (1.14-3,71) 

Hiccups 

108/947 (11.4) 

91/699 (13.0) 

17/248 (6.9) 

2.15 (1.27-3.82) 

Jaundice 

65/627 (10.4) 

52/443 (11.7) 

13/184 (7.1) 

1.83 (0.99-3.63) 

Eye pain 

48/622 (7.7) 

39/438 (8.9) 

9/184 (4.9) 

1.95 (0.95-4,40) 

Rash 

37/642 (5.8) 

30/453 (6.6) 

7/189 (3.7) 

1.90(0.86-4.83} 

Coma or unconsciousness 

37/627 (5.9) 

34/445 (7.6) 

3/182 (1.6) 

4.59 (1.61-19.34) 
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Table!. (Continued.) 


Variable 

All Patients 

Patients^ 

Died 

Patients Who 
Recovered 

Odds Ratio 
(95% Gl)t 

Unexplained bleeding 

168/932 (18.0) 

m./totaliu>. (96} 
140/693 (20.2) 

28/239 (11.7) 

1.83 (1.20-2.90) 

Hematemesis 

26/670 (3.9) 

20/503 (4.0) 

6/167 (3.6) 

1.07 (0.44-3.01) 

Blood in stool 

48/843 (5.7) 

35/614 p.7J 

13/229 (5.7) 

0.98 (0.52-1.96) 

Bleeding gums 

19/83? (2.3) 

18/608 (3.0) 

1/229 (0,4) 

6.69 (1.35-121.32) 

Bloody nose 

16/836 (1.9) 

15/610(2.5) 

1/226 (0.4) 

8.02 (1.54-148.62) 

Bloody cough 

20/831 (2v4) 

16/605 (2.6) 

4/226 (1.8) 

1.63 (0.58-5.82) 

Other bleeding 

8/65? (1.2} 

5/493 (1.0) 

3/164 (1.8) 

0.45 (0.11-2.23) 

Bleeding at injection site 

20/833 (2.4) 

19/605 (3.1) 

1/228 (0.4) 

6.51 (1.32-118.04) 

Blood from vagtna| 

14/431 (3.2) 

13/290 (4.5) 

1/126(0.8) 

6.0 (1.11-112.4) 

Blood In urine 

10/827 (1.2) 

9/601 (1.5) 

1/226 (0.4) 

5.14 (0.90-98.73) 

Bleedingunderskin 

5/827 (0.6) 

5/604 (0.8) 

0/223 

NA 


* Data are as of September 14, 2014. Patients with date of onset up to August 17, 2014, v/ere included. Total numbers 
are the numbers of patients with data on the variable In question, NA denotes not applicable. 

■j- Odds ratios are adjusted for country. Cl denotes confidence interval. 

^ Fever was defined as a body temperature above 3S*C; however, in practice, health care workers at the district level often 
' do not have a medical thermometer and simply ask whether the person's body temperature is more elevated thart usual. 

S Percentages reflect only female patients. 


be hiterrupted, and case incidence reduced^ 
Within 2 to 3 weeks after the introduction of 
control This view is re- 

inforced by the estimates of case reproduction 
number presented in this analysis. We estimate 
the Rg to have varied between 1.71 (upper bound- 
ary of the 95% confidence incervai, 2.01) In 
Guinea to 2.02 (upper boundary of the 95% 
confidence interval, 2.26) in Sierra Leone. This 
means that transmission has to be a little more 
than halved to achieve control of the epidemic 
and eventually to eliminate the virus from the 
human populatioji. Considering the prospects 
for a novel Ebola vaccine, an immunization cov- 
erage exceeding 50% would have the same ef- 
fect. Greater reductions in transmission would, 
of course, be desirable, but minimum require- 
ments for the containment of EVD are far less 
severe than for the containment of more conta- 
gious diseases, such as measles. Between March 
and July 2014, the reproduction number in 
Guinea Fluctuated around the threshold value of 
1, suggesting that modest further intervention 
efforts at that point could have achieved control. 

The analyses in this paper can be used to 
inform recommendations regarding control 


measures. The measured duration of the incuba- 
tion period, and its variation, imply that the 
advice to follow case contacts for 21 days^ is 
appropriate. To curtail transmission in the com- 
munity, the period from symptom onset to hos- 
pitalization (a mean of 5 days but a maximum of 
>40 days) clearly needs to be reduced. Surpris- 
ingly, the mean was not shorter among health 
care workers, who are at risk both of acquiring 
and transmitting the Infection to others, The 
average length of hospital stay of about 1 week 
{6.4 days) means that the number of beds re- 
quired to treat BVD patients is roughly equal to 
the rising weekly case incidence. Even without 
allowing for underreporting, 995 patients with 
confirmed, probable, or suspected infection were 
known to need clinical care in the week of Sep- 
tember 8 through 14 alone, which far exceeds 
the present bed capacity in Guinea, Liberia, and 
Sierra Leone (approximately 610 beds in total). 

The data used in these analyses were collect- 
ed in the field by various field teams across 
Guinea, Liberia, Nigeria, and Sierra Leone. Al- 
though they provide an excellent opportunity to 
better understand tlie current EVD epidemic in 
Africa, they understate the magnitude of the 
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Figure 3. Time between Exposure and Disease Onset. 

Parrel A through D show the observed times (>0) between exposure and disease onset for all countries, Guinea, 
Liberia, and Sierra leorre, respectively, including only cases with multiple exposure days (histograms In gray), best- 
fit (gamma) probability density function (red curves) and cumulative distribution for the incubation period (blue 
curves). Panel E shows the observed times between disease onset in an Index case patient and disease onset In the 
person Infected by the index case patient (histograms In gray) and best-fit (gamma) probabUily density function 
(red curve) and cumulaliw distribution (blue curve) for the serial interval. 


problem. It is likely that matty cases have not 
been detected, and for those cases that have been 
reported, case records are often incomplete. 
Therefore, interpretation of the av'ailable case 
data requires care. We recognize, however, that 
data are being collected under extreme condi- 
tions, and the top priorities are jjatient care, 
contact tracing, and limiting transmission in the 
community, rather than epidemiolt^ic investlga- 
cbiis. Ill addition, in this initial assessment it was 


not possible to consider all the sources of hetero- 
geiieity (e.g., geographic and healtli care-related) 
affecting the development of this epidemic. Tlius 
the future projections provided herc should be 
regarded as indicative of likely future trends more 
than precise predictions. Despite these limita- 
tions and the resulting uncertainties, the results 
presented here help us to understand the spread 
of infection and the (lotential for control. 

Some details of the current analysis remain 
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CO be confirmed by further investigation. For 
example, our estimate of 1S.3 days for the serial 
imerval is slightly longer than past estimatcs. 32.33 
This may reflect the difficulties of collecting tem- 
porally unbiased data on exposure through con- 
tact, tracing, either in the current outbreak or 
during previous outbreaks. Alternatively, a longer 
serial interval may indicate that case isolation has 
been less effective in the current epidemic, result- 
ing in a higher proportion of transmission events 
occurring late in the course of Illness. 

Case fatality is among the most important 
topics for further investigation. Our estimates of 
case fetality arc consistent in Guinea (70.7%), 
Liberia (72.3%), and Sierra Leone (69.0%) when 
estimates are derived witli data only for patients 
with recorded definitive clinical outcomes (1737 
patients). Estimates for hospitalized patients 
with recorded definitive clinical outcomes are 
also consistent across countries but are lower 
than those for all patients with definitive clini- 
cal outcomes. In contrast, simply taking the ra- 
tio of reported deaths to reported cases gives 
estimates that differ among countries (Table 2). 
These discrepancies perhaps reflect tlie chal- 


lenges of clinical follow-up and data capture. 
Tiie lower case fotality rate among hospitalized 
patients than among all persons with EVD could 
indicate that hospitalization increased survival, 
that cases of BVD in non hospitalized persons 
were more likely to be detected if they were fetal, 
or that some persons died before they could be 
admitted to the hospital. In each of the countries 
studied, the case fatality rate is lowest among per- 
sons 15 to 44 year of age, and highest among 
persons 45 years of age or older, and some limited 
variation in the case fatality rate among health 
care workers was observed among countries. The 
reasons for this variation are not yet known. 
Moreover, tlie case fatality rate among iiospital- 
ized patients may differ from that among patients 
who are never seen by a physician. Liberia has 
reported an unusually high proportion of deaths 
among patients with suspected (but not probable 
or confirmed) EVD cases (58% [440 of 754 pa- 
tients)), as compared with Guinea (13% [4 of 30 
patients]) and Sierra Leone (35% [74 of 213 pa- 
tients)). The implication is that many true EVD 
case patients hi Liberia may have died before re- 
ceiving a definitive diagnosis. 
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Notwithstanding the gebgtaphic variation in 
case incidence within and among Guinea, Libe- 
ria, and Sierra Leone, the current epidemiologic 
outlook is bleak. Forward projections suggest 
that unless control measures — including Im- 
provements in contact tracing, adequate case 
Isolation, increased capacity for clinical manage- 
ment, safe burials, greater community engage- 
ment, and support from international partners 
— improve quickly, these three countries will 
soon be reporting tliousands of cases and deaths 
each week, projections that are similar to those 
of the Centej^ for Disease Control and Prevention. 
Experimental therapeutics and vaccines offer 
promise for the future but are unlikely to be avail- 
able in the quantities needed to make a substan- 
tial difference in control efforts for many months, 
even if they are proved to be safe and effective. 
Furthermore, careful assessment of the most 
effective means of utilizing such interventions 


(e.g., vaccination or treatment of contacts versus 
health care workers) will be required while 
stocks remain limited. For the medium term, at 
least, we must therefore face the possibility that 
EVD will become endemic among the human 
population of West Africa, a prospect that has 
never previously been contemplated. The risk of 
continued epidemic expansion and the prospect 
of endemic EVD in West Africa call for the most 
forceful implementation of present control mea- 
sures and for the rapid development and deploy- 
ment of new drugs and vaccines. 
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naturalnews.com printable article 

Originally published October 15 2014 


Shock W.H.O. report; Ebola has 42-day Incubation period, not 21 days! 
by Mike Adams, the Health Ranger, NaturalNews Editor 

(NaturalNews) A Jaw-dropping report released by the World Health Organization on October 14, 2014 
reveals that 1 in 20 Eboia Infections has an Incubation period longer than the 21 days which has been 
repeatedly claimed by the U.S. Centers for Disease Control. 

This may be the single most important — and blatantly honest — research report released by any official 
body since the beginning of the Ebola outbreak. The WHO's "Ebola situation assessment" report, found 
here, explains that only 95% of Ebola infections experience Incubation within the widely-reported 21-day 
period, Here's the actual language from the report: 

95% of confirmed cases have an Incubation period in the range of 1 to 21 days; 98% have an incubation 
period that falls within the 1 to 42 day interval. [1] 

Unless the sentence structure Is somehow misleading, this passage appears to indicate the following; 

• 95% of Ebola incubations occur from 1 - 21 days 

• 3% of Eboia incubations occur from 21 - 42 days 

• 2% of Ebola Incubations are not explained (why?) 

If this Interpretation of the WHO's statistics are correct. It would mean that; 

» 1 In 20 Ebola Infections may result in incubations lasting significantly longer than 21 days 

• The 21-day quarantine currently being enforced by the CDC is entirely insufficient to hall an outbreak 

• People who are released from observation or self-quarantine after 21 days may still become full-blown 
Ebola patients in the subsequent three weeks, even if they have shown no symptoms of infection 
during the first 21 days. (Yes, read that again...) 

Any declaration that an outbreak is over requires 42 days with 
no new infections 

Underscoring the Importance of Che 42-day rule, the WHO document openly states that a 42-tiay 
observation period with no new outbreaks is required before declaring the outbreak is under 
control, in the WHO's own words: 

WHO fs therefore confident that detection of no new cases, with active surveillance in place, throughout this 
42-day period means that an Ebola outbreak is indeed over. [1] 

W.H.O. "alarmed" over false pronouncements of negative 
Ebola tests 

Just as disturbing is the WHO's open warning that government health officials who are announcing negative 
Ebola findings in patients mere houm after them being tested are grossly misleading the public and 
essentially practicing quack medicine. 

As explained by the WHO: 
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WHO Is alarmed by media reports of suspected Ebola cases Imported Into new countries that are said, by 
government officials or ministries of health, to be discarded as ''negative'^ within hours after the suspected 
case enters the country. Such rapid determination of Infection status Is Impossible, casting grave 
doubts on some of the official Information that is being communicated to the public and the media. [1] 

!n other words, WHO is telling us that all those public pronouncements by government health authorities 
are meaningless. An Ebola infection determination cannot be made In mere hours. It turns out. In fact, as 
WHO explains, a suspected case of Ebola must be observed and tested for 48 hours before any degree of 
certainty can be reached about the Ebola infection status: 

Two negative RT-PCR test results, at least 48 hours apart, are required for a clinically asymptomatic patient 
to be discharged from hospital, or for a suspected Ebola case to be discarded as testing negative for the 
virus. [1] 

"No signs" that outbreaks are under control 

Finally, this WHO report goes on to conclude that the Ebola outbreaks of Guinea, Liberia and Sierra Leone 
are multiplying out of control. The report even cites the curious phenomenon of unexpected outbreak 
surges taking place In areas once thought to be eradicated: 

In Guinea, Liberia, and Sierra Leone, new cases continue to explode In areas that looked like they were 
coming under control. An unusual characteristic of this epidemic Is a persistent cyclical pattern of gradual 
dips in the number of new cases, Mtowed by sudden flare-ups. WHO epidemiologists see no signs that the 
outbreaks In any of these 3 countries are coming under control. [1] 

Is It possible that these resurgIng outbreaks are being caused by governments falling to monitor potentially 
Infected Ebola victims for a full 42 days? If they only observe them for 21 days, then 1 out of 20 infected 
victims may be cleared as "clean" and allowed back into the population where they soon become 
symptomatic and spread the disease even further. 

U.S. doctors and health officials have been taught the wrong 
number; 21 days is only HALF the duration 

It is extremely disturbing to realize that, to our best knowledge, every single person in the United States 
who has been suspected of harboring Ebola has been instructed to monitor symptoms for only 21 days, not 
the necessary 42 days. 

This means that Ebola-infected U.S. citizens who are "cleared" of Ebola may still erupt with the 
deadly virus for a period of three more weeks. 

Why hasn't anyone reported this until now? How Is this not one of the single most important pieces of 
Information in the world at this moment when all human life on our planet is now legitimately threatened by 
an uncontrolled viral outbreak with a 70 percent fatality rate and no recognized treatments or cures? 

Prepare yourself now with the free downloadable MP3 audio files at www.BioDefense.com 

Sources for this article include: 

[1] http://www.who.int/medlacentre/news/ebola/14... 


Al! content posted on this site Is commentary or opinion and Is protected under Free Speech. Truth Publishing LLC takes sole responsibility for 
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all content. Truth Publishing sells no hard pixiducts end earns re> money from the recommendation of products. NaturalNews.com Is presented 
for educational and commentary purposes only and should not be con^niol as professional advice from any licensed practitioner. Truth 
Publishing assumes no responsibility for the use or misuse of this m^ertal. For the full terms of usage of this material, visit 
www.NaturalNews.com/terms.shtm! 
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THE OPINtON PAGES | OP-ED CONTRIBUTOR 

In India, Growth Breeds Waste 

By JERRY PINTO NOV. 16, 2014 

MUMBAI, INDIA — There is, we are told, a small island of plastic in the middle of 
the Pacific Ocean. There was, we are told, a fatberg plucked out of the sewers of 
London. But nowhere in the world is dirt as visible as in India. It is so visible that 
for many Indians who return from America, even from New York, it isn’t the 
Grand Canyon or the Met they remember. It’s how clean the streets were. 

That’s because you can’t get away from the dirt of India. My city, Mumbai, has 
an estimated ao million people. According to one estimate, we produce 630 gi-ams 
of garbage per person per day — that’s 12.6 million tons every day. Mumbai is also 
the richest city in the countiy, with one-third of the national income tax revenue 
coming from here. 'I'he richer you are, the more waste you produce. 

And that’s only talking about the garbage we see. A doctor told me she can’t 
measure her patients’ Vitamin B levels accurately because fecal contamination 
through the tap water skews the numbers too much. The city’s igth-centmy sewers 
often run right next to the water pipes and both are porous, and as you learned in 
Chemistiy 101, if two liquids with different degrees of concentration are separated 
by something with teeny-tiny holes, osmosis will do the rest. 

India now has its own clean-up campaign, inaugurated by a new-broom prime 
minister. This is well and good. No one can deny that being clean is. “Cleanliness is 
next to godliness,” my grandmother would say to my mother. "Tlien let’s be godly 
instead,” my mother would answer, tapping some more ash from a bidi on the 
floor. No one agreed with her. We Indians are cleanly people, we like to think. 
Hindus and Muslims alike bathe every day because it’s in the scriptures. We wash 
our homes every day, and the urban middle class throws out yesterday’s drinking 
water because it is “state.” But that’s the private sphere. 
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In the public sphere, we are consistently awful. Arthur Koestler once said that 
breathing the air in Mumbai felt like “a wet, smelly diaper was being wrapped 
around my head.” I returned from Delhi lecently, and there I felt like my head had 
been stuck in the exhaust of a truck. Hundreds of ministers and bureaucrats and 
workers travel around the city in hundreds of cars, each one in a single car with his 
or her own driver, each one sighing at the density of the traffic, each one 
complaining about the quality of the air, not one admitting to being part of the 
problem. 

In 1901, Mahatma Gandhi, the father of the nation, as we like to call him, was 
struck by how the delegates at a meeting of the Indian National Congress in 
Calcutta had made the toilets of the house they were living in too filthy to use. 

Then they turned a verandah into an open-air latrine. Young Gandhi chided them 
but was told that cleaning the toilets was the sweepers’ job. 

Sweepers in India aren’t people who choose to be sanitation engineers. 

They’re people who are born to be sanitation engineers, and they are not supposed 
to hope to be anything else. They’re the outcasts of Indian society; "untouchables,” 
they used to be called, unseeables. Then Gandhi started calling them Harijans, 
People of God. They have since renamed themselves Dalits, the Broken People or 
the Oppressed People. Resei-vations — the Indian word for the affirmative action 
measures prescribed by the Constitution — may have helped many of them 
become doctors and lawyers and engineers, but most of the people who clean 
latrines in India still come from the Dalits. (When you take a dump on an Indian 
train, it falls onto the tracks. After the train has passed a manual scavenger, 
usually a Dalit, comes by and cleans up.) It is always going to be someone else’s job 
to keep things clean. 

Dirt, it is said, is matter in the wi'ong place. Then what is the right place for it? 
We have garbage policies to deal with this, but they are not implemented. 

Although in Mumbai the government asks residents to segregate rubbish into wet 
and dry waste, municipal workers often mix everything into the same dumpster. 

Tltere are still rag pickers and raddiwallas, the men who buy your old papers, 
bottles and whatever else you don’t want. Some of these things go back into the 
system. Old clothes are bought in the cities and sold in the villages. Used 
electronics get refurbished and returned into the market. CDs are painted over 
with religious symbols and hung in cars. We continue to recycle and upcycle. 
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But we can no longer keep up. There’s too much stuff being made now, thanks 
to the backwash of globalization. Plastic was once an exotic substance, and plastic 
bags were hoarded and exchanged with ritual solemnity, Wlien I was in the third 
grade, in 1975, we used chalk on slate for rough calculations. We would write out 
our lessons in pencil, and eveiy so often would be told to erase them and reuse the 
notebooks. At the end of every academic year, we would tear out all the un used 
pages and get them bound as a “rough note” book. No child would be caught dead 
with one of those now. We’re richer, we’re more style-conscious and we’re dirtier. 

I remember my sister’s friend, Alice, and her love affair with the Marlboro 
Man, circa 1978-81. Alice’s cousin was in the airlines and he once brought their 
family some goodies in a plastic bag that had the Marlboro Man doing his macho 
thing on the outside. Alice used the bag for years, carrying her college books in it. 
One day, I went over to her house and her mother was at the sewing machine. The 
bag had split at the seam and was being repaired. Today, it would have ended up 
on the garbage heap or by the edge of a national highway. It would have become 
someone else’s responsibility. 

Jeriy Pinto Is the sulhor of "Em and the Big Hoorn." 

A version of this op-ed appears in print on November 17, 2014, in The International New Yorit Times. 


® 2014 The New York Times Company 


http://www.tiytimes,com/20!4/ll/17/opinion/in-india-gi'owth-breetls-waste.html?_r=0 


11/17/2014 




130 


Ken Isaacs 

Vice President, Programs and Government Relations 
Samaritan’s Purse 

Committee on Energy and Commerce 
Subcommittee on Oversight and Investigations 

Update on the US, Public Health Response to the Ebola Outbreak 

November 17, 2014 


Attachment 5 



131 


Ebola Is Coming, A Travel Ban Won't Stop Outbreaks - Forbes 


Page 1 of 6 


Forbes 


http://onforb.es/inihfS 



JV ChamaryContrtbulor 
/ coyer lAe seience of life 


INNQVAflOfi& SCIENCE 10f13Q0U@7.O0PM J23.040>tt«« 


Ebola Is Coming. A Travel Ban 
Won't Stop Outbreaks 



Alrlraflicconnecllons from West African countries to the rest of the woriri (Image CC BY 4,0: Alessandro Vesi^hsni/ 
PLOS Currents Outbreaks) 

Ebola has officially gone global. 

The World Health Organization recently confirmed tliat a Spanish nurse was 
the first case of transmission outside Africa. Now it seems the first patient 
dtognosed in the United States transmitted the disease before he died. 

More outbreaks are on their way. 

While nations struggle to contain the epidemic in West Africa, other countries 
are discussing how to protect their own citizens, with governments and health 
authorities repeatedly asked the same question; 

Whii don't we fust hem flights from Africa? 

The idea seems logical. Prevent sick people entering the country, keep your 
loved ones safe. It's selfi.sh, hut undepstandable. A stuvey of over looo people 
by NBC News found that the majority of Americans (589S) support alianaix 
nights from countries where the Ebola virus has broken out. 
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Dr Tom Fi ieden, director of the US Centers for Disease Control and 
Pre\feiition, has tried to explain why he doesn't .support a travel ban : 

€( isolating counh-ies tvon’t keep Ebola contained and a^va}’ {ram 

American shores. ParadoxicaIl>', It tvili incraasc Uic risk that Ebola wiU 
spread in those countries and to other countries, and tiiat we will have more 
patients who develop Eboia in Uic liS. People will more between countries, 
even %y!icn governments restrict travel and trade. And that kimi of travel 
becomes almost impossible to track. 

Simply put: you can’t seal the country. If you blocked air travel, it would force 
desperate individuals to use alternative routes - over land and sea - to 
escape the epidemic. The)>’!l still end up in the US, except you won’t know 
where. 

An attempted travel ban would be like locking yourself in a cabin on a sinking 
ship and prajnng the flood doesn’t seep through the gaps, and that the water 
pressure won’t be enough to burst through the door. 

There are many reasons why a flight ban would be practically impossible to 
implement. For example, remember that Thomas Eric Duncan, the US 
patient who caught the Ebola rnrus in his native Liberia, flew to Texas m 
Brussels in Belgium. An effective ban would require international 
coordination. Would every nation agree to quarantine West Africa, to cripple 
their economy and choke them of humanitarian aid? Unlikely. 

But for the sake of argument, what happens when you reduce air travel? 

Air traffic reduction 

Professor Alex Vesnienani . a physicist at Northea.stern University in Boston, 
MA, has developed a computer model that predicts how air traffic affects the 
spread of Ebola. 

His team at the Laboratory for the Modeling of Biological and Sodo-teebnieal 
Systems used a high-resolution map of hurnatr populations (3300 locations in 
220 countries) and added daily airline passenger traffic. This mode! considers 
connecting flights and final destinations, plus details of the disease dynamics, 
such as irreubation time of the Ebola virus and the fact a susceptible 
individual can only be infected by someone who shorvs symptoms of illness. 

“All the people who have been exposed to the disease but are not yet in the 
symptomatic state can in principle travel," says Vesptgnani. “So since we have 
this model that puts people on a plane, we can assess the probability of 
gettirrg an infectious induidual in coirrrtries around the worid.” 

Air tr affic connections is a key factor influencing the chances of importing a 
case of Ebola. Over 6000 passengers normally flow into the United Kingdom 
every week, while the US arrd Ghana each receive over 3000 travellers (see 
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image at the top of this page). The nations affected by the epidemic have 
urban areas with international airports, or are connected to West Africa’s 
travel hub, Nigeria, which has had one outbreak of 20 cases from a single 
importation from Liberia. 


Vespignani’s computer model simulates a virtual world in which billions of 
individuals move around, come into contact with one another, and potentially 
spread disease. The aim is to predict cases like that of Thomas Eric Duncan. 
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The mode] calculates the risk of importing at least one Ebola case after 
running millions of simulations. They’re run under two scenarios: no air 
traffic reduction (ATR) to mirror travel before the epidemie, and reducing air 
travel by 80 % to reflect airlines suspending flights and passengers avoiding 
travel. 


The number of simulations in whicli a sertual countiy ends up with an 
outbreak gives a statistic for the risk of importing an Ebola case in the real 
world. So if a country gets the disease in half of them, the probabilitj' of case 
importation is 50 %. That’s the prediction in October for Ghana, which lies 
between the affected nations - Guinea, Liberia and Sierra Leone - and 
Nigeria. 


Big I'i-slcs 
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For most countries, the results indicate that an 8o% air traffic reduction more 
than halves tlie probability of importing a case of Ebola. For the US, the risk 
is reduced from around 75% to 25%. 

But those rislts don’t stay static. 

An 80% reduction in air traffic only postpones the inevitable. “This is just 
delaying by four weeks wliat would have happened without those travel 
restrictions,” Vespignani explains. What about a 90% reduction? It would 
only buy you another month or two. 

Like weather forecasts, Vespignani’s virtual model is calibrated using real- 
world data. As conditions change, the model is revised and simulations are re 
-run. To make accurate predictions, it needs to be regularly updated with the 
number of cases and deaths at each geographical area. Like weather, there’s 
higher confidence in forecasts for next month than fiirther into the future. 

The predictions above are for October, calibrated from recent data. In the 
original study , the model was calibrated with data from 6 July to 9 August to 
predict how an 80% air traffic reduction affects risks for September. The 
results showed that outside Africa, the risk was tiny - under 5% probability 
for eveiy country except the UK, which has the most connections. (England’s 
chief medical officer says the UK should expect a liandful of ease.s .'l A dozen 
countries have since joined the UK with a risk over s%. 

As the numlrer of Ebola cases continues to rise in West Africa, so too will the 
risk of case importation. “We’re a little safer for a finite amount of time, but 
then you are not really solving the problem,” says Vespignani. 

Small outbreaks 

The forecasts aren’t all doom and gloom though. 

As well as modelling the global spread of Ebola, Vespignani's simulations also 
predict local transmissions within a community, in hospitals and at ftinerals. 
And the numbers for secondaiy infections from imported cases are 
reassuring. 

“These outbreaks should be veiy, very small - 2 or 3 cases,” he says. "1 won’t 
panic if tomorrow we hear that in Texas there is another case. This is totally 
normal.” 

[Note: A prophetic quote, given that 1 interviewed Vespignani before it was 
revealed Thomas Eric Duncan had transmitted the virus.] 
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One thing that computer simulations can’t predict is human error. In the ttvo 
cases of person-to-person transmission outside Africa (the Spanish nurse and 
second US patient), there might have been a breach in proper safety 
protocols. 


“But these mistakes are veiy rare, and again this is not going to give rise to 
large outbreaks,” says Vespignani. “Obviously what is happening in Liberia, 
Sierra Leone and Guinea is soinetliing that is of a totally different scale, with 
a healthcare system that we cannot even think of in our countries.” 

Vespignani is confident that the healthcare systems in Europe and North 
America are strong enough to stop outbreaks from ever reaching epidemic 
proportions, but says Asia is another matter. “If you ask me about India, 
China, other countries, then there are a lot of question marks," 


Worse for the world 

An Ebola epidemic in two countries with a combined population of 2.6 billion 
is not only terrifying, it further highlights the futility of attempting a travel 
ban. Could the US ban all flights from Asia and Africa? Where would it end, 
isolating the North American subcontinent from the rest of the world? 

A travel ban is short-sighted, and would be ineffective in the tong run. It’s the 
epidemiological equivalent of an ostrich sticking its head in the sand; ignore 
the problem and hope it goes away. 

And the Ebola epidemic isn’t going anywhere. It’s actually getting worse: the 
number of cases in West Africa continues to increase at an exponential rate. 
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Read: dooo Deaths And C ounting; The Ebola Epidemic In A Charts 

Projections based on current trends using a dozen different models give 
future figures in the same ballpark; WHO predicts the total number vvill 
exceed 20,000 by 2 November, for example, while Vespignani’s simulations 
say 18,100 to 55,400 cases by the end of October, 
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According to a projection bv the CDO . by late January 2015 there could be up 
to 1.4 million cases in West Africa alone. 

War on Ebola 

As Vespignani’s computer simulations show, Ebola can easily spread across 
the globe. "This epidemic has pandemic potential," he warns. “What happens 
next year depends on what we are able to do in Africa. If we ivin this battle, 
it's okay. If we lose the battle there, then this thing is serious.” 

The only way to .stop Ebola going truly global is to beat the epidemic in West 
Africa. Governments get this: the US is deploying 4 000 troops to Liberia and 
the UK is sending 7 c;o soldiers to Sierra Leone . Nonetheless, according to the 
NBC sun'ey, over half (Sl%) of Americans disapprove of sending US troops to 
fight the spread of Ebola. 

The suivey also revealed that most Americans (72%) understand that the 
Ebola rdrus is transmitted via contact with bodily fluids, which suggests that 
health authorities like the CDC and WHO have successfully educated the 
public on how the disease spreads from person to person. 

Calls for a travel ban illustrate that there's yet another battle to be won over 
Ebola: explaining how the disease spreads between populations. 

Ebola in Four Char ts 


■ WesUlfica 


; 

■ 

, '.j 



JVChamary is a biologist and writer - read more of his stories on Forbes 
and follow him on Gooq te+ and Twitter 
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Mr. Murphy. Thank you. 

And, Dr. Gold, you are recognized for 5 minutes. 

STATEMENT OF JEFF GOLD 

Mr. Gold. Chairman Murphy, other members of the sub- 
committee, thank you so much for the opportunity to discuss the 
Ebola outbreak and the Nation’s response, and how the Nation can 
maintain a state of readiness to respond to future highly infectious 
diseases. 

I am Jeff Gold, and I have the honor as serving as Chancellor 
of the University of Nebraska Medical Center. My testimony today 
will focus on the challenges of dealing with Ebola, and our Nation’s 
readiness to respond to highly infectious diseases. 

This has been said many times earlier today, and well before, the 
United States is dealing with a serious public health crisis with the 
Ebola outbreak in Africa. It is a crisis that the United States has 
both the expertise to contain and to help resolve. 

One of the most pressing goals to accomplish from the Ebola out- 
break is how to best leverage the knowhow to train and to better 
prepare the Nation’s healthcare system, to combat future highly in- 
fectious threats like Ebola here and around the world. 

The University of Nebraska Medical Center is recognized as a 
national resource for our readiness to provide care for Ebola pa- 
tients, and also our ability to provide training on Ebola and other 
highly infectious diseases. We have successfully treated Ebola now 
in two patients, and not in one. Most recently, passed away yester- 
day. We have provided consultations to many hospitals, clinics, 
emergency departments across the United States, including Belle- 
vue Hospital in New York, on how to deal with therapies for pa- 
tients who arrive in their hospitals, their emergency departments, 
et cetera. 

Our readiness is based upon more than 9 years of preparation, 
protocol development, and team training to deal with highly infec- 
tious, deadly diseases. As a result, we are now responding to lit- 
erally hundreds of hospital inquiries across the Nation, asking how 
to prepare if Ebola arrives in their community. Emory University 
Hospital is experiencing similar inquiries, and we are working 
closely together. 

One step that we took to respond to the immediate national de- 
mand for information and training was to work with Apple Com- 
puter to convert our 9 years of protocols and procedures into easily 
accessible and completely downloadable multimedia materials and 
videos for healthcare providers. That was accomplished in 1 week, 
which is now available through Apple and through public media, 
and can be accessed on any personal computer, with well over 
thousands and thousands of physicians and members of the public 
who are downloading content specifically about personal protective 
equipment and others. 

You might ask why Nebraska. Why is the bio-containment unit 
that we opened in 2005 in existence. This followed the 9/11 attacks. 
It was built upon concerns about Anthrax on congressional offices 
and SARS attacks. We recognize that the commonest of inter- 
national travel increased the chance of global spread of highly in- 
fectious diseases. Our unit has written and rewritten protocols and 
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procedures, and collaborates consistently with national organiza- 
tions and other medical centers. We rigorously train with local 
emergency responders, State emergency management, and military 
units through our relationships with STRATCOM and others. We 
spend a great deal of time considering the response plan if another 
highly infectious disease were to occur, and how this could be 
scaled. 

The university is also a Department of Defense authorized uni- 
versity affiliated research center, which specializes in developing 
medical countermeasures to weapons on mass destruction, includ- 
ing highly infectious viruses. We have a history of conducting ex- 
tensive research in these areas, including vaccines, antivirals, early 
detection, et cetera. 

What has become obvious from this Ebola crisis is that a na- 
tional readiness plan is absolutely necessary. Our bio-containment 
unit is one of four in the Nation. The capacity and the number of 
units in the Nation must be increased, and a national readiness 
plan that trains healthcare providers must be established. The 
number of actual beds is under 20, the number of usable beds is 
under 10, and I assure you that every unit such as ours will always 
maintain at least one bed if it is ever needed for a staff member 
that becomes ill. That immediately knocks the number down by 
four, five, or six. 

The University of Nebraska Medical Center and Emory are work- 
ing closely with the CDC and HHS on how training might be most 
effectively delivered. It must begin soon, and we have done so in 
advance of any funding considerations. As Congress considers fund- 
ing, I urge that this include a number of items, and I will just read 
them by title as they are contained in my briefing documents. A 
national training in Ebola and highly infectious diseases, to de- 
velop a tier training system. Training should include setting up an 
accreditation program that independently nationally accredits orga- 
nizations, emergency departments, et cetera, to establish and main- 
tain their skill level of readiness. An annual maintenance of fund- 
ing for increased role of existing bio-containment units to maintain 
their readiness. We have funded the readiness of our unit totally 
off of internal dollars up to this point. Funds to expand the number 
of treatment centers and existing bio-containment units, specifi- 
cally, to increase bed and staff capacity within existing units, as 
well as new units. And finally, reimbursement for care for Ebola 
patients not covered by insurance. 

Ladies and gentlemen, we have the expertise and knowhow to 
contain Ebola and other infectious threats, however, in order to do 
this, we must ensure that our Nation’s healthcare professionals are 
adequately trained, properly equipped, and rigorously drilled. 

I thank you so much for this privilege. 

[The prepared statement of Mr. Gold follows:] 
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Chairman Murphy, Ranking Member DeGette and members of the subcommittee, thank you for 
the opportunity to discuss the Ebola outbreak and the nation’s response and how the nation can 
maintain a state of readiness to respond to future highly infectious diseases. I am Dr. Jeff Gold, 
Chancellor of the University of Nebraska Medical Center. My testimony today focuses on the 
challenge of dealing with Ebola and the nation’s readiness to respond to highly infectious 
diseases. 

The United States is dealing with a serious public health crisis with the Ebola outbreak in Africa. 
It is a crisis that the United States has the expertise and know-how to contain and help resolve. 
One of the most pressing questions facing our country is how best to leverage that know-how to 
ensure that our nation’s health professionals and institutions are properly trained and ready to 
combat future Ebola and Ebola-like threats. 

The University of Nebraska Medical Center (UNMC) and our hospital partner, Nebraska 
Medicine, have successfully treated Ebola patients. We have been recognized as a national 
resource for our readiness to provide care for Ebola patients and also our ability to provide 
training on Ebola and highly infectious diseases. The UNMC readiness is based upon more than 
nine years of preparation, protocol development and team training to deal with highly infectious 
deadly diseases. Hundreds of hospitals across the nation have contacted UNMC asking how to 
prepare their facilities and staff if Ebola arrives in their community. Emory University hospital 
is experiencing similar inquiries. University of Nebraska Medical Center and Emory University 
have been collaborating closely with the Centers for Disease Control and HHS on readiness and 
treatment. 

One step UNMC took to respond to the immediate national demand for information and training 
was we worked with Apple to convert our nine years of protocols and procedures into easily 
accessible and completely downloadable multimedia materials and videos for health care 
providers. That was accomplished in one week. It is available from Apple iTunes, as well as on 
the UNMC website, and can be accessed from any personal computer or a smart phone at no 
cost. UNMC released a second version intended to help consumers understand Ebola. To access 
the materials, search “iTunes Nebraska Ebola Method” on any computer. This is helping address 
the immediate need for information. More than 1,300 clinicians have enrolled in the training and 
more than 6,000 have downloaded the UNMC YouTube video about personal protective 
equipment. 
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Also, UNMC has assisted in providing consultations for Bellevue Hospital in New York on how 
to deal with therapies, screening and isolation when they had a patient arrive at their hospital. 

You might ask why Nebraska was thrust into the national spotlight. The UNMC Biocontainment 
Unit opened in 2005 following the 9-1 1 attacks, the 2001 Anthrax attacks on Congressional 
offices and other similar incidents, and the SARS outbreak in Canada in 2003. We recognized 
that with the commonness of international travel, it was possible that the global spread of a 
highly infectious disease was a possibility. Nebraska decided it needed to be ready to respond to 
deadly viruses. The UNMC Biocontainment Unit team has trained in our specially designed 
biocontainment unit for more than nine years. Our Unit has written protocols and procedures, 
and rigorously drilled with local emergency first responders, state emergency management and 
military units. UNMC has written protocols on decontamination procedures for facilities, 
ambulances, labs, and more. UNMC spent a lot of time considering the response plan if a 
community has to respond to a highly infectious disease. Our team was uniquely prepared to 
meet public health threats posed by Ebola and other infectious diseases and to share those best 
practices with our nation’s hospital providers. 

University of Nebraska is also a Department of Defense authorized University Affiliated 
Research Center which specializes in developing Medical Countermeasures to Weapons of Mass 
Destruction, including highly infectious viruses. We have a history of conducting research in 
this area and responding to requests from the military. 

What has become obvious to those of us who treat Ebola patients is that a national readiness plan 
is absolutely necessary to prepare the nation’s hospitals. If Ebola continues to escalate, or more 
importantly, if the nation faces a different highly infectious disease, the nation’s healthcare 
system must be ready to respond. 

The UNMC Biocontainment Unit is one of four such units in the nation. The number of 
treatment units in the nation must increase, but even more importantly a national readiness plan 
that trains healthcare providers in those units must be established. 

This training will vary depending on the location of the hospital, its resources, and the risk factor 
of that hospital receiving a patient. The hospitals that are being considered as potential treatment 
centers will require much more intensive training than a smaller community hospital that may 
only need to be correctly trained in screening procedures, isolation procedures and use of 
protective clothing. The University of Nebraska Medical Center and Emory University are 
working with the CDC and HHS on how training might be most effectively delivered, but it must 
take place and begin soon. 

The risk to the healthcare providers and members of the hospital community in dealing with 
patients who have Ebola demands urgency in launching a national training program. A key part 
of training is building the team that must rely on each other to safely deliver the treatment to 
patients. The training of hospital personnel must include everything, such as addressing special 
facility needs and special lab needs, and the training must have a particular focus on the 
management of waste and consumables that must be decontaminated before they leave a 
biocontainment unit. 
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As Congress considers the Emergency Supplement, 1 urge that it include provisions to establish a 
national training program and a national readiness strategy, preferably managed by the front line 
existing Biocontainment Units, like UNMC and Emory that have the experience that providers 
are relying on for information. 

National Training in Ebola and Highly Infectious Diseases 

Developing a tiered training program for U.S. hospitals is important to preparing the nation for 
whatever comes after Ebola. Those hospitals will need to be trained and maintain their skill 
levels. Rigorous training is a vital part of readiness. UNMC is a key contributor to that training. 
Hundreds of hospitals have contacted UNMC asking for assistance and guidance. More than 30 
hospitals have asked to come to Omaha to be trained by UNMC. UNMC trained Johns Hopkins 
at UNMC two weeks ago and UNMC is essentially serving as a consultant to Hopkins as they 
prepare to build a biocontainment unit. UNMC and Emory are collaborating to develop a 
common curriculum that could be used with CDC to train the future designated treatment 
hospitals. 

A National Ebola Training Center is part of the Supplemental funding request. UNMC and 
Emory have been working with CDC and HHS to develop the training. It needs to be funded. 

Training Should Include Setting Up an Accreditation Program 

UNMC firmly advocates that an independent national accreditation program be created as a way 
to ensure that hospitals that are trained, maintain their level of readiness. UNMC has set up 
national independent accreditation programs for other specialties and could easily set up this one 
if funds are provided. 

Annual Maintenance Funding for UNMC Biocontainment Unit 

CDC has provided an annual maintenance funds for the unit at Emory. I am aware that in recent 
years Emory’s annual funding has been reduced substantially. UNMC has never received similar 
annual funding. With the increased services and resources UNMC and Emory are providing and 
will continue to provide, both institutions should be on contracts as we collaborate with the 
agencies to develop and implement the national training of other hospitals. 

Funds to Expand Number of Treatment Centers and Existing Biocontainment Units 
Funds will be needed to increase the number of treatment centers and increase the capacity to 
respond to Ebola or a future highly infectious disease outbreak. HHS asked UNMC to expand 
our facility. To do so, UNMC will need construction funds and equipment funds to increase our 
capacity. UNMC built its Biocontainment Unit with University and Hospital funds and federal 
funds contributed by the State of Nebraska. UNMC has existing contingent plans to expand if 
needed, but it would require federal funds. It would be helpful if Congress would include 
language to specify that existing biocontainment units leading the treatment and training be 
granted priority capital construction funding. 

Reimbursement for Ebola Patients Costs Not Covered by Insurance 

Treating an Ebola patient is very costly and consumes an enormous amount of staff time and 

consumables. At UNMC, it has cost around $1.16 million to treat the two patients directed to us 
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by the federal government. Treatment costs vary based on the severity of the patient when they 
arrive, but the cost is well beyond the normal costs incurred for an intensive care patient. In 
addition to the direct costs, we also take additional beds in the ward out of service when an Ebola 
patient is being treated which is a direct financial cost to the hospital. We estimate having to take 
those additional beds out of service has cost $148,000 so far. 

I urge Congress to approve funding and policies supporting full reimbursement of the cost of 
care for these unique cases that are not recoverable from insurance policies. These are patients 
that federal government directed to UNMC and Emory. A mechanism to provide payment for 
the unpaid portions of the treatment seems fair. 

Guaranteeing financial sustainability for UNMC, Emory and future regional centers that may be 
designated to care for Ebola virus disease cases is critical to containing any future outbreak of an 
infectious disease. As I mentioned, caring for patients with Ebola virus disease requires 
additional staff and resources, far beyond usual care. 

Last, I wish to briefly share a few key lessons that UNMC and Nebraska Medicine have learned 
through our experience by being on the front line of this war against Ebola; 

• Patients and their families come first - whether that involves the provision of care, 
protecting their privacy or gaining permission to conduct experimental research. 

• Caregivers cannot become distracted due to the special national attention placed on these 
patients. The national attention is, however, critically important in communicating in an 
accurate and timely way with our global community. 

• Teamwork is essential for caregivers. Putting one's life in the hands of well trained, 
interdisciplinary, and passionate experts is essential. 

• Safety is paramount. Rigorous study of and compliance with constantly emerging 
protocols of care are mandatory. 

• Promoting a culture of quality that is equal to the risk undertaken is expected of every 
individual team member. Training, seeking new knowledge continuously produced in real 
time, and appropriately questioning decisions must be routine. 

• Providing accurate and timely information to our colleagues in the health professional 
community and the public is essential. 

• Conducting research and sharing findings in a timely fashion is imperative. New 
discoveries in the treatment and management of the disease as well as information in such 
areas as patient triage, waste management and patient transportation are critical to 
combating the disease and preventing its spread. 

• Advancing community understanding about the disease is an important and often 
overlooked service - especially in non-English speaking neighborhoods. Continuous 
messaging is essential in combating rumors and allaying unrealistic fears. 
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• Special attention must be placed on caring for the health of caregivers - especially mental 
health. Normal conditions of stress are intensified in this setting. 

• Transparency, accuracy, and timeliness of sharing information are critical factors in 
working with media, who are important allies in creating accurate and realistic narratives 
about the disease and its victims. 

• The current resources available within the United States to care for patients being 
repatriated with a specific infections diagnosis or diagnosed within the United States are 
extremely limited and need to be scalable with sustained expertise and maintenance of 
quality facilities. 

• Mechanisms for support of the maintenance of this expertise and specifically for the care 
of suspected or diagnosed cases are currently not available and need to be addressed. 

We have the expertise and know-how to contain Ebola and other infectious disease threats. 
However, in order to do this we must ensure that our nation’s health care professionals are 
adequately trained, properly equipped, and rigorously drilled. America's academic health centers, 
along with our federal, state and local government allies, must work collaboratively to ensure 
that proper treatment protocols and procedures are widely proliferated. Our team of 
biocontainment professionals at UNMC and Nebraska Medicine are uniquely prepared to answer 
this call in the fight against Ebola and other infectious diseases. 

I have attached for your reference a copy of the UNMC Biocontainment Patient Care Unit 
brochure. 

Thank you for the opportunity to comment. 
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Mr. Murphy. Thank you, Dr. Gold. 

Now, Dr. Lakey. 

STATEMENT OF DAVID LAKEY 

Mr. Lakey. Thank you. Chairman Murphy, and members. For 
the record, my name is David Lakey, the Commissioner of the 
Texas Department of State Health Services, and I have been in 
that role now for 8 years. This last month has been one of my most 
trying and tough months as the Commissioner of the Department 
of State Health Services. 

On September 30, 2014, the Texas State Public Health Labora- 
tory, a laboratory response network laboratory, diagnosed the first 
case of Ebola in the United States. The diagnosis of Mr. Duncan 
with Ebola set in motion a process we in public health refine 
through continued use, tried and true public health protocols, in- 
cluding identifying those individuals that have had contact with 
people that have been infected, making sure that they are mon- 
itored, providing care to those that have been infected, isolating 
those individuals, and when needed, using quarantine. 

The magnitude of the situation really was unprecedented. While 
Mr. Duncan was one man, staying in one city, in one State in the 
country, the outcomes associated with his case could impact the 
whole State and possibly other parts of the United States. 

We at the Department of State Health Services, along with our 
colleagues in Dallas and our colleagues at the Center for Disease 
Control and Prevention took the responsibility to contain the 
spread of this disease very seriously. We organized a local incident 
command structure to handle the event, and at a State level, we 
activated our emergency response management centers. While our 
core mission was simple in concept; to protect the public’s health 
by limiting the number of people exposed to the virus, the chal- 
lenges associated with carrying out that mission were numerous. 

The care of Mr. Duncan presented its own challenges. Identifying 
the first person in the United States infected with this disease, the 
infection control challenges, waste management and transpor- 
tation, the availability of experimental treatments and vaccines, 
training for healthcare workers on the higher standards of infection 
control, and personal protective equipment guidance and supplies. 
And when Mr. Duncan regretfully passed away, we handled issues 
related to caring of his human remains, which remained highly in- 
fectious with Ebola for months after death. Unfortunately, during 
the care of Mr. Duncan, two nurses became infected. Nurses who 
had put their lives and their careers on the line to take care of Mr. 
Duncan and to protect the public’s health. 

Concerns relating to the handling of these three Ebola patients 
included questions about decontaminating their homes, their auto- 
mobiles, decisions about how to handle their personal effects, the 
monitoring of pets, and patient transportation issues, and address- 
ing the public’s concerns. Identifying potential contacts, and locat- 
ing them and monitoring those individuals had some risk of expo- 
sure that also involved many challenges. Decisions about who to 
quarantine and what level of quarantine, balancing public health 
and an individual’s rights, providing accommodations for those con- 
fined to one location for the 21-day monitoring period, quickly proc- 
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essing control orders, coordinating two symptom checks a day for 
each person under monitoring, and managing the transportation 
and the testing of laboratory specimens. 

Throughout all of these specific challenges, our experience in 
Dallas exemplified common requirements for successful responses 
to emergency situations. Having clear roles and responsibilities 
among the various Government agencies and entities that are in- 
volved, strong lines of communication, and an incident command 
structure staffed by trained emergency management and public 
health professionals to ensure the response’s cohesive direction. It 
really requires a partnership at all levels of Government, and 
throughout State and Federal Government. 

The outcome in Dallas proved the strength of the public health’s 
process. Hundreds of people were monitored in the State. Two 
cases of Ebola resulted from the direct care of the index case, and 
they were detected early in the disease onset, and they recovered. 
No cases resulted from community exposure. 

At this time, like other States, Texas is providing active moni- 
toring for individuals who arrive in the United States from one of 
the outbreak countries. Texas has monitored approximately 80 in- 
dividuals under the airport screening process. Texas is also, like 
other States, working to ensure that capacity exists in the State to 
care for patients with high consequence infectious diseases like 
Ebola. Two centers currently are able to stand up on a short notice 
to receive a patient, and Texas is working to identify additional ca- 
pacity within our State. 

As Ebola screening and monitoring transitions into our routine 
processes, our focus in Texas is now shifting to include complete 
evaluation of the response in Dallas, and a discussion of how to im- 
prove the public’s health response system in Texas as a whole, and 
sharing our experiences and our lessons learned nationwide. 

Governor Perry has put together a task force for infectious dis- 
ease preparedness and response to evaluate the Texas system, and 
to make recommendations for improvement. We take that ex- 
tremely seriously. I believe this discussion among Governmental 
and nongovernmental individuals, among varied stakeholders, and 
including experts in pertinent fields will result in a Texas and the 
Nation being better prepared to handle the next event. 

While we do not know what form the next event will take, we 
do know that there will be another event. As I tell my colleagues 
at the State and national level, it is my expectation that, as the 
Commissioner of Health, that I am going to have to manage one 
major disaster each and every year. One unthinkable event per 
year. And that is why the funding that is provided to States 
through the Hospital Preparedness Program, in fact, is very impor- 
tant to what we do, and that partnership is really critical. 

And finally, I want to thank my colleagues at both the Dallas 
County Health Department and the Center for Disease Control for 
their work and their support, and this really was a team effort. 

Thank you, sir. 

[The prepared statement of Mr. Lakey follows:] 
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U.S. House Committee on Energy and Commerce 
Update to the U.S. Public Health Response to the Ebola Outbreak 


Introduction 

On September 30, 2014, the Department of State Health Services (DSHS) Laboratory and 
Centers for Disease Control and Prevention (CDC) tested a specimen for Ebola virus, and found 
it positive. Mr. Thomas Duncan was the first Ebola patient to be diagnosed in the country; he 
passed away on October 8, 2014. Two secondary cases of Ebola occurred in nurses who 
directly cared for Mr. Duncan, and both nurses are now recovered. From September 30, 2014, to 
November 7, 2014, Texas public health monitored 177 individuals who had varying risks of 
exposure to the virus, and additional individuals were monitored due to potential exposure on 
two airplane flights. No secondary cases resulted from community exposure. The strengths of 
the public health system allowed Texas to contain the spread of Ebola in Dallas - state, local and 
federal partners working collaboratively with a single purpose, to protect the health of Texans. 

Conclusion of this event now allows a systematic review of response efforts to take place. In 
Texas, this will occur through an after action review process, which engages input from local, 
state, and federal responders who were part of the effort, and analyzes each part of the response. 
The assessment will determine what worked, what can be improved, and how those 
improvements can be made. The final result will be enhanced preparedness plans for future 
infectious disease events. 

Although this assessment is ongoing, certain themes are emerging that speak to the need for a 
broader conversation about the nation’s public health response capacity for infectious disease. 
The Ebola outbreak in West Africa continues to pose a risk worldwide. Other diseases with risk 
of importation to the United States require a stable, robust public health infrastructure: 
extremely drug resistant Tuberculosis; measles; dengue fever; SARS (severe acute respiratory 
syndrome); Middle East Respiratory Syndrome (MERS); Lassa fever; and highly pathogenic 
influenza. 

Infectious Disease Surveillance in Texas 

For purposes of public health, the State of Texas is divided into eight health service regions. In 
areas where a local health department exists, DSHS health service regional offices provide 
supplemental or supporting public health services. In areas where there is no local health 
department or local health authority, DSHS health service regional offices act as the local health 
authority and may provide core public health services. 

Local health departments are of varying size, resources, and capacities. While some health 
departments support a full array of services, others have more limited functions. Approximately 
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60 health departments in Texas are “ftiil service,” while 80 offer fewer services. DSHS’ role is 
to fill in, as needed, core public health services not offered at the local level. 

For infectious disease, DSHS health service regions ensure that disease surveillance occurs in 
every Texas county through the continual and systematic collection, analysis, and interpretation 
of health data. This effort is dependent on disease reporting by providers, which is required by 
law. Currently, in Texas, over 60 conditions are subject to mandatory reporting, including: 
foodborne, vector-borne, respiratory, and sexually transmitted diseases. Viral Hemorrhagic 
Fever, including Ebola, is an immediately-reportable disease in Texas. 

In order to allow real-time monitoring of disease surveillance data, the Centers for Disease 
Control and Prevention (CDC) provides and maintains the National Electronic Disease 
Surveillance Network (NEDSS) for use by local, regional and state health departments. NEDSS 
is used by nearly every local health department in the state, and allows DSHS to identify unusual 
increases or pattern shifts in disease numbers. 

In concert with NEDSS, Electronic Laboratory Reporting (ELR) has improved the timeliness and 
comprehensiveness of diseases reporting. ELR electronically links laboratory test reports to 
NEDSS, allowing immediate access by DSHS or the local health department with legal 
jurisdiction. 

Infectious Disease Investigation and Response in Texas 

Timely disease reporting to the public health system is imperative for quick mobilization of 
public health investigation and response efforts. Since Texas is a home rule state, 
epidemiological investigations begin at the local level, unless there is no local health department. 
While local entities have the statutory responsibility to lead infectious disease investigations, 
state and CDC guidance is available and widely used. 

More complicated or widespread events can increase the state and federal roles. If an outbreak 
involves multiple jurisdictions, the state role becomes more prominent. If, at any time, an 
investigation goes beyond local capabilities, the state may take the lead. In turn, if an 
investigation exceeds state resources, the state may ask the CDC for assistance. Additionally, 
the CDC leads multi-state investigations. No matter the level of outbreak, the expectation is for 
all three levels of government to work in cooperation, with varying levels of state and federal 
involvement depending on the size and type of infectious disease event, and the resources and 
expertise of the local entity. 

Support provided by the state and CDC can include a number of options, depending on the scope 
of an investigation and local needs. This support might consist of subject matter expertise and 
onsite assistance; state or CDC laboratory testing; provision of personal protection equipment; or 
mobilizing of DSHS Rapid Assessment Teams or CDC Epi-Aids. The state and CDC can also 
assist with administering questionnaires and interviews to cases and potential contacts, 
inspecting relevant hospital facilities or restaurants, and helping examine pertinent records. 
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In cases of large-scale outbreaks, an incident command structure may be activated at the local 
and state levels. DSHS maintains the State Medical Operations Center (SMOC), which is the 
medical arm of Texas’ emergency operations command and control facility, the State Operations 
Center (SOC). The SMOC’s function is to ease the flow of information among multiple 
jurisdictions, provide dependable tracking of events, and facilitate requests for resources and 
supplies from local jurisdictions. 

Successful Infectious Disease Response in Texas 

The public health response system in Texas, led by local entities and supported by state and 
federal government, has a long history of successftl outbreak responses. Texas has effectively 
contained events involving disease like Tuberculosis, measles, hepatitis, and salmonella. 

While the Ebola response was ongoing in Dallas, DSHS disease investigators were concurrently 
involved in an infectious disease outbreak of a much wider scale. In concert with the local health 
authority in El Paso, Texas, DSHS tracked a number of exposures to Tuberculosis (TB) that 
occurred through a health care worker in the labor and delivery unit of a local hospital. This 
situation is a prime example of how, under the current system, all levels of government 
successfully work together to respond to an infectious disease event. 

Once the index case was identified, local and state health department investigators meticulously 
examined hospital records to determine infants, parents, coworkers, and volunteers who were at 
risk of exposure. This investigation identified an initial 3,227 potentially-exposed newborns, and 
69 potentially-exposed health care workers. Together, public health workers evaluated the index 
case’s history to determine where exposure may have actually occurred. Then, they prioritized 
potential contacts by level of risk, decided on a contact investigation protocol specific to this 
incident, and executed the contact investigation. The CDC provided on-site assistance, and 
home office CDC staff provided expertise and advice. International coordination took place due 
to the city’s proximity to the U.S.-Mexico Border; interstate coordination with New Mexico was 
also necessary. 

Public health investigators were able to narrow down the initial 3,227 number to 940 exposure 
contacts: 860 infants, 69 healthcare workers, and 1 1 community contacts. Of these exposures, 
four babies and four adults were positive for TB infection. Appropriate public health follow-up 
and treatment recommendations are underway for all eight. 

Public Health Emergency Preparedness Funds and Hospital Preparedness in Texas 

Texas experiences several challenges in public health and health care preparedness planning. 

The state’s large size and population, diverse geography, weather patterns, coastal area, and 
border proximity necessitate coordinated preparedness planning. Historically, Texas has had 
more federal disaster declarations than any other state, with 88 major disaster declarations 
between 1953 and 2013. These declarations have included floods, hurricanes, tropical storms, 
tornadoes, droughts, wildfires, and explosions. 
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These challenges have necessitated a strong focus on preparedness planning for the state. 
Emergency planning in Texas takes an all-hazards approach to preparedness and response, which 
includes natural events, biological events, hazardous material spills, radiological accidents, 
terrorist acts, and others. Each type of incident requires development of response plans, periodic 
training, and continuous improvement. 

Two key federal funding streams support Texas activities in this area: the U.S. Health and 
Human Services (HHS) Hospital Preparedness Program (HPP), which is administered by the 
Office of the Assistant Secretary for Preparedness and Response (ASPR), and the Centers for 
Disease Control and Prevention (CDC) Public Health Emergency Preparedness (PHEP) program. 
The HPP provides resources to help hospitals and healthcare stakeholders prepare for and 
respond to bioterrorism and medical emergencies with a primary focus on coalition building. 
PHEP funds are used to increase state, regional, and local public health capacity for a flexible, 
all-hazards approach to emergency preparedness. 

HPP and PHEP funds have allowed Texas to successfully respond to a broad array of incidents 
over the years. Since 2008, Texas has carried out effective response efforts in natural events like 
Hurricane Ike and Dolly, as well as the Bastrop wildfires; disasters like the West, Texas 
Fertilizer explosion; disease outbreaks including West Nile Virus, the HlNl pandemic, 
Tuberculosis, Salmonella, and cyclospora; and other events like the Yearning for Zion Ranch 
compound. 

The trends in funding for these preparedness activities are aligned with the major events of the 
time. The attack on the World Trade Center on 9/1 1 infused the system with support. Avian 
influenza in 2007 and HlNl in 2010 resulted in additional support. However, since that time, 
HPP awards to Texas has consistently decreased from $33.3 million in fiscal year 2004 to an 
anticipated $15.8 million in fiscal year 2015. PHEP awards to Texas have similarly declined 
since 2002, a situation that does not allow Texas to fully keep up with rising costs and the need 
to continually prepare. Consistency at sustainable levels would better allow states to prudently 
plan preparedness and response activities. 

Lessons Learned: Ebola and Infectious Disease 

As with every response, the events in Dallas have provided lessons that must inform future 
preparedness and response activities. The lessons are augmented by experiences in other states 
that have received patients, managed potential contacts, and are trying to plan for the possibility 
of an Ebola suspect or known case within their Jurisdiction. 

Certain lessons were immediately apparent in Dallas, and confirmed previous knowledge. The 
crux of infectious disease response is reporting. Providers must be aware of what diseases are 
reportable to their local health department, and promptly report contagious disease through the 
reporting system. Provider awareness of this responsibility allows for more effective disease 
surveillance, and more timely response to developing infectious disease events. 

Secondly, the Ebola cases in Dallas highlighted the need for providers to vigilantly take travel 
histories, and streamline sharing of this information while a patient is being diagnosed. 
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Providers must be aware of outbreaks worldwide, to inform their consideration of patient travel 
history. Until the Ebola outbreak in West Africa is over, Ebola must be a differential diagnosis 
for those who have recently traveled from one of the outbreak countries. At the same time, 
moving forward, providers must be aware of what other outbreaks are occurring internationally. 

Other lessons were arrived at through the provision of care for a late-stage Ebola patient. Two 
months ago, the national strategy was that any community hospital should be able to care for an 
Ebola patient. Treating Mr. Duncan shows how labor intensive care for a patient with Ebola is, 
the meticulous detail required to avoid secondary infections, and the amount of resources needed 
to prevent the spread of virus. Now, it is apparent that a nationwide network of predefined 
infectious disease treatment centers is needed for the care of patients with high consequence 
infectious diseases like Ebola. These treatment facilities must have a care team identified and 
carefully trained; a comprehensive plan for care, laboratory testing, waste disposal, patient 
transport; and mortuary services; pre-stocked medicines and post exposure prophylaxis (PEP); 
and a sufficient supply of personal protective equipment (PPE). In Texas, two facilities are 
prepared to treat patients with Ebola under short notice, and additional capacity is being 
identified. 

The care of Ebola patients also informed the need to modify PPE and other Ebola-related 
guidelines. The overall lesson is that guidelines must be consistently reviewed and updated to 
ensure the smooth and safe care of infectious disease suspect and known cases, from beginning 
to end. Additionally, access to experimental therapeutics and PEP must be expedited and more 
flexible, and there must be an intensified focus on testing and producing Ebola vaccine and 
treatment drugs. 

The epidemiological process of identifying, isolating, and diagnosing individuals for Ebola 
revealed its own lessons. The Lab Response Network (LRN), which receives support through 
PHEP funds, has been critical. The Texas State Public Health Laboratory is part of the LRN and 
had fortunately become certified to test for Ebola just before Mr. Duncan was identified as a 
possible Ebola case. The LRN must be robust nationwide to ensure that testing capacity 
adequately covers the nation. 

A number of lessons have arisen with regard to monitoring and potential quarantine of numerous 
individuals. The language surrounding this process and the correlation between risk and public 
health action must be clearly delineated. This precision will help provide the public assurance 
that decisions are based on science, and to provide public health and government officials clear 
information by which to make decisions about contact monitoring and quarantine. 

Moreover, government action regarding voluntary compliance guidelines and mandatory 
quarantine orders must occur in a manner that respects individual freedoms, and ensures 
necessary supports are provided to individuals who are asked to refrain from entering public 
venues. Concerns over employment, education, transportation, housing, and simple household 
issues such as groceries impact the willingness of individuals to comply with voluntary and 
mandated quarantine orders. Challenges have also emerged as asymptomatic persons under 
monitoring seek medical treatment for issues unrelated to Ebola, as public health looked for 
housing for individuals of quarantine, and officials negotiated waste management issues 
requiring coordination among multiple agencies. 
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Finally, the efforts of Texas and other states to prepare for the potential of an Ebola suspect or 
known case inform potential improvements for infectious disease response. Hospital, local, and 
state ability to access PPE supplies has become problematic. There is a gap in knowledge about 
what hospitals should have on hand and how to proceed if they are unable to purchase 
appropriate PPE. For states, a challenge exists in stockpiling and warehousing adequate PPE to 
be able to respond to surge situations, while ensuring that caches are on a rotation basis to avoid 
PPE expiration without use. Furthermore, while guidelines regarding airport screening and 
travel have been an area of focus, there appears to be a need to further refine maritime 
guidelines. 

Identified Issues: All Hazards Events 

The Dallas response exhibited particular needs associated with a biological event like Ebola. A 
response to a natural disaster involves mobilizing resources, managing finite supplies, 
transporting equipment and personnel, and providing established medical and social care. On the 
other hand, biological events like the Ebola response have fundamentally different characteristics 
from other emergency events. In Dallas, a greater focus was on less tangible activities, 
including: patient screening and isolation; epidemiological surveillance; management and 
sharing of epidemiological data; expert medical and public health decision making; legal 
resources, and coordination of multiple jurisdictions and agencies. 

Despite these differences, all types of emergency response events require a level of training, 
communication, and leadership that is universal. The incident command structure (ICS) is a tool 
that brings public health, law enforcement, emergency management, and other essential 
functions together into a coordinated response effort. The incident command structure also helps 
ensure that three levels of government work together seamlessly, provides overall direction for 
the response effort, and ensures clear and accurate communication with the public. The ICS is 
essential, and must be consistently practiced in order to ensure effective execution in the event of 
an emergency response. 

The ICS should integrate each participant into its structure, so that there is a clearly-delineated 
chain of command, and no question about the role of each Jurisdiction. Defined roles and 
responsibilities for each individual within the ICS ensure that multijurisdictional responses work 
with a shared vision and purpose, and help avoid potential cross-agency issues. These structural 
decisions, however, must be largely outlined before a response occurs. Tabletop and active 
exercises allow emergency management and public health planners to simulate these crucial 
decisions, and be more effective when an emergency becomes a reality. 

Throughout a response, quality improvement must be a priority. Within the ICS, at least one 
individual should be designated to record events and identify issues that should be looked at 
more deeply once the response comes to an end. Only by beginning the learning process during 
a response will jurisdictions be able to maximize after action processes that inform better 
response in the future. 
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Conclusion 

The response to Ebola in Dallas, Texas, exhibited the strength of public health processes. No 
secondary cases of Ebola resulted from community exposure. The two secondary cases that 
occurred were associated with direct care by health care workers of an Ebola patient. Quick 
identification of these cases allowed more immediate care, fast isolation of the patients, and a 
better chance for successful health outcomes. 

At the same time, every response effort brings to light what processes can be improved. 
Conclusion of this event now allows a systematic review of the response effort in Dallas. In 
addition, Texas Governor Rick Perry has formed a Texas Task Force on Infectious Disease 
Preparedness and Response, the purpose of which is to assess and enhance the state’s capabilities 
to respond to outbreak situations. The task force is composed of 17 members, headed by 
infectious disease and Ebola experts, and will be supported by DSHS and other state agencies. 
The Task Force will evaluate infectious disease response in Texas, and determine what 
recommendations can be made for improvements, either through agency or legislative action. 

It is evident from a long history of success that public health interventions work, and that 
infectious disease investigation and follow up can stop the spread of disease. In Texas, the focus 
is on continued active monitoring of travelers from outbreak countries, and on improving plans 
for future infectious disease response in the state. 
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Mr. Murphy. Thank you. 

Dr. Gold, I know you have some travel plans. We have about 20 
minutes of questions, will you be able to accommodate that? 

Mr. Gold. Yes, sir, whatever your needs are. 

Mr. Murphy. Thank you very much. Appreciate that. 

And I will recognize myself for 5 minutes. 

Dr. Gold, you mentioned a number of comments about what 
needs to be done with the administration’s request for funding. I 
don’t know if you have had a chance to read it. Have you? 

Mr. Gold. At least in general terms, yes. 

Mr. Murphy. OK. So would you know whether or not there is an 
adequate plan to support the request yet? I don’t want to put you 
on the spot. 

Mr. Gold. I don’t think the granularity is in the written mate- 
rials that have been provided. 

Mr. Murphy. Would you do us a favor, as someone at a hospital 
dealing with this, could you make sure you get to the committee’s 
specific recommendations? In fact, I would ask that all the panel- 
ists who have all dealt with this, that would be very, very helpful 
to have that kind of granularity. 

Mr. Gold. Yes. 

Mr. Murphy. Thank you. 

Dr. Isaacs, you have been to Africa. 

Mr. Isaacs. Excuse me? 

Mr. Murphy. You have been to Africa? 

Mr. Isaacs. Yes, a lot of times. 

Mr. Murphy. The CDC has guidelines for health monitoring and 
movement for healthcare workers who have been treating Ebola 
patients in Africa. Now, they classify as some risk those profes- 
sionals who have had direct contact with a person sick with Ebola 
while wearing personal protective equipment. 

You have cited that some people wearing personal protective 
equipment have still 

Mr. Isaacs. Yes. 

Mr. Murphy [continuing]. Contracted Ebola. 

Mr. Isaacs. Yes, it is an obvious fact, yes. 

Mr. Murphy. So these some risk individuals have no mandatory 
restrictions on travel or public activities, in fact, there is no re- 
quirement for returning healthcare workers to self-isolate or avoid 
public transportation, like subways, bowling alleys, et cetera. I 
might want to add, we have done a survey of Members on this side 
and every single Member who asked hospitals in their district has 
returned comments saying that all those hospitals said for those 
first 21 days, those healthcare workers are not going near a pa- 
tient. They will be furloughed, they are to stay home, take their 
temperature multiple times a day. 

Does Samaritan’s Purse healthcare workers follow guidelines 
such as this when they return? 

Mr. Isaacs. Yes, we have actually written our own protocols and 
guidelines back in late July when Dr. Kent Bradley, who has testi- 
fied here, was coming back. We were bringing out about 40 people. 
We contacted CDC and asked them what their protocols were and, 
frankly, they told us just to have our staff check their temperature 
twice a day, and if they got a fever, go to the local health depart- 
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ment. We didn’t feel that that was adequate because we had just 
come through a very serious bout with Ebola, and I think we prob- 
ably had a more realistic encounter with it than perhaps other peo- 
ple had, and so we created our own protocols. 

We check our staff through direct monitoring every day, four 
times a day. We have a little bit lower threshold, and we do keep 
them in a restricted movement, no touch kind of protocol for 21 
days. 

Mr. Murphy. So you are saying that your protocol goes beyond 
the CDC recommendations. 

Mr. Isaacs. There is no question our protocol goes beyond the 
CDC. 

Mr. Murphy. Well, CDC says that is not necessary. Do you 
agree? 

Mr. Isaacs. Well, you know, all I can say, I mean there was a 
question a minute ago about CDC, you know, disregarding what we 
were saying. CDC is a large organization. They create a policy. So 
if you call them and say, well, we think we ought to do this, they 
say, well, that is not our policy, and then they don’t engage any 
further. That is just the reality that we have run into, and I don’t 
mean any disrespect to CDC, I am very appreciative of them, but 
for us, we live in a small town, so our national headquarters is in 
a town with 40,000 people. 'Vi^at we have run into is that the 
spouses of some of our returning staff don’t want them coming 
home. The returning staff don’t want to be around their children. 
And we don’t want to spook everybody in our community. 

Mr. Murphy. So you are erring on the side of extra safety? 

Mr. Isaacs. Yes, sir, we are. 

Mr. Murphy. Let me ask another thing. This has to do with dis- 
cussions I have had with Franklin Graham 

Mr. Isaacs. Um-hum. 

Mr. Murphy [continuing]. Son of Billy Graham, and highly re- 
spected individuals here, but listed that there are some problems 
for people, the NGOs, the charitable workers, et cetera, as well as 
Government workers traveling back and forth to Western Africa. Is 
that a fact that there are difficulties with travel? 

Mr. Isaacs. I think that is one of the greatest vulnerabilities that 
the United States has to fight the disease in West Africa. There is 
not a dedicated humanitarian bridge. What has happened, I mean 
there has been a lot of talk about, well, a 21-day waiting period 
would make it onerous for volunteers and they wouldn’t go. I will 
tell you what will make it very onerous is for volunteers not to 
have an assurance that they can get a flight out. I promise you 
they will not go. 

Mr. Murphy. How many airlines can currently fly in and out of 
Western Africa? I heard it is like Sabrina Air and 

Mr. Isaacs. Well, I think it is 150 or 200 a week, according to 
what he was saying. That is general population. I don’t know how 
many relief workers. 

Mr. Murphy. But we don’t have a bridge for the relief workers. 

Mr. Isaacs. There are two airlines that fly in and out of Liberia. 
One is Brussels Air, and by the way, when you get off in Brussels, 
you just walk, you can go anywhere, you are not monitored for any- 
thing. And the second one is Air Maroc — Royal Air Maroc. If they 
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should decide it is not in their commercial interest to continue fly- 
ing into Monrovia, then there will become an effective commercial 
quarantine on Liberia, then what is the backup plan? 

Mr. Murphy. Plus, as I understand it, getting supplies to West 
Africa is a huge problem. We understand that twice they had to 
lease planes. 

Mr. Isaacs. We had to have two 747s 

Mr. Murphy. At a cost of? 

Mr. Isaacs. About $460,000 a piece, and each one can take about 
85 tons. And for cargo logistics in and out. For people, I think we 
have a great vulnerability there. There is one organization that is 
flying like a nonprofit. They have done four flights. That is great, 
but that is not enough. 

Mr. Murphy. So let me make sure I understand, what you would 
recommend is that the United States Government could help spon- 
sor a charter flight twice a week from the United States to Africa, 
from Africa to the United States, so that Government workers, vol- 
unteers, NGOs, et cetera, would have a clear bridge, in which case 
they could be tested before they get on the flight, tested during the 
flight, tested when they land at one point in the United States, 
would simplify this whole process. Am I correct? 

Mr. Isaacs. I 100 percent support the concept of a dedicated hu- 
manitarian air bridge from the United States directly to West Afri- 
ca. Now, there would be 1,000 details to work out, but we have a 
vulnerability. If Brussels Air stops flying for their commercial rea- 
sons, we will have no air access. 

Mr. Murphy. Thank you. 

I am out of time. I yield to Mr. Green for 5 minutes. 

Mr. Green. Thank you, Mr. Chairman. And I thank our panel 
for waiting today. 

And to follow up, I think that it would also be more certainty be- 
cause instead of, like you said, going to Brussels or somewhere 
else, and just walking around, it would be the testing, and I as- 
sume these healthcare workers would love to have that because, 
like you said, they don’t want to infect their own families. 

Dr. Lakey, let me thank you, because I know in October, there 
were a lot of — seemed like unusual statements being made about 
Ebola, but when the State of Texas made the decision on how you 
would develop the protocols right after that, I appreciate that be- 
cause it really sounded like everybody was getting back to normal 
and saying, “OK, this is an illness, we are going to deal with it, 
and this is how we can do it.” So I appreciate the State doing that, 
but let me go on with some questions. 

Dr. Gold, one of the interests I have, and I said earlier, is that 
how did the University of Nebraska develop this facility? I think 
it was opened in ’05, and was it a combination of State, local, uni- 
versity funds. Federal, to develop the largest containment lab in 
the country? 

Mr. Gold. Thank you. The unit was opened in 2005. It was 
planned shortly after the 9/11 events, the anthrax scares, and it 
was done predominantly on university funds, to some small extent 
on State funds, and I believe there were some Federal Department 
of Defense dollars involved in the planning as well. However, very 
importantly, the maintenance of the staff, which costs us approxi- 



157 


mately between Va and Vs million dollars a year to maintain the 
preparedness, has been totally borne by the university and the 
medical center. 

Mr. Green. Well, I appreciate that leadership, and I am just sur- 
prised that no other university would take that lead, and I appre- 
ciate Nebraska doing that. Now, my colleagues, both Congressman 
Terry and Joe Barton, know my daughter is there and she was re- 
cruited to come up there in ’09, and I appreciate — well, and al- 
though when she told me back in the ’90s she wanted to be an in- 
fectious disease doctor, I said I don’t want you to treat me for any- 
thing you know about. But she is like most medical professionals. 
That is her job. And we want to make sure we protect them to do 
that. 

But Nebraska center now has treated several patients, and what 
is the spending that is required to prepare the hospital to treat an 
Ebola patient? 

Mr. Gold. The direct costs that we have experienced, and we 
have compared notes pretty closely with Emory and we are not far 
apart, is approximately $30,000 per day for each patient admitted. 
The average length of stay, I guess it went down over the weekend 
a good deal, but for the two patients that went home, was 18 
days 

Mr. Green. Yes. 

Mr. Gold [continuing]. And they were both treated in the rel- 
atively early stages of their disease. And that is the direct cost of 
equipment, supplies, nursing care, et cetera. And as I say, that is 
extremely close to the number that the folks at Emory have come 
up with. That does not include the cost of the preparation, which 
I just referred to, and it does not include the cost of what I would 
call the opportunity cost, which is this is a 10-bed unit that is oth- 
erwise used for medical, surgical admissions, that would otherwise 
be completely full with routine patients receiving their care. 

Mr. Green. OK. Are the policies that were in place prior to the 
current Ebola outbreak still in use, or has the University of Ne- 
braska Medical Center made changes to its protocol and guidelines 
based on literally real-life experiences? 

Mr. Gold. We do evolve our policies and procedures. We learned 
a lot from each of the patients, particularly the first patient that 
we housed. We, for instance, put a completely self-contained labora- 
tory unit into the bio-containment unit so that laboratory speci- 
mens are not transported outside of the unit. We are also very priv- 
ileged, and I note there has been a lot of discussion about waste 
management, is we decontaminate all of the waste as it leaves the 
unit so there is no transportation of any infectious waste material 
outside of the unit, which makes it much safer for the community, 
and it also makes it much less expensive for us to have that built 
into the unit. And this is only because the unit was planned as it 
was constructed prior to 2005, understanding that the disposal of 
infectious waste would, indeed, be a big problem from logistical as 
well as expense, and, therefore, it was self-contained. 

Mr. Green. Mr. Chairman, I know I am out of time, and I appre- 
ciate — because where we were at 6 weeks ago, we have actually 
evolved and I am glad the experiences, we are actually learning 
from them. And I appreciate our panelists being here today. 
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Mr. Murphy. Thank you. Gentleman yields back. 

Now I recognize Dr. Burgess for 5 minutes. 

Mr. Burgess. Thank you, Mr. Chairman. I want to thank all of 
our witnesses for being here today, and bearing with us through 
what has been a very long but a very informative hearing. 

Dr. Gold, there is a difference though between the type of patient 
you get at your center, because they are referred, because there is 
not a direct access where someone thinks, oh, I have Ebola, I am 
going to go to Dr. Gold’s center in Omaha. Mr. Duncan came 
through the Presbyterian emergency room with all of the other pa- 
tients that came in that Thursday night, and his case had to be 
winnowed out of all of the other load that was in the emergency 
room, but in your situation, a patient only comes after they have 
been identified, is that correct? 

Mr. Gold. Thus far, the patients that we have admitted to the 
bio-containment unit have all come with a diagnosis, a PCR diag- 
nosis of Ebola. However, given our national reputation, the number 
of phone calls, emails, even emergency room visits has actually 
been quite interesting with people with febrile illnesses saying 
please tell me if I have Ebola. 

Mr. Burgess. Well, let me just ask you about that then. So then 
patients who arrive in your emergency room — I mean, you outlined 
how you have almost a dedicated laboratory handling of the speci- 
mens from an Ebola patient, but that is someone you know about. 
If somebody comes to the emergency room and they have fever, 
they have a headache, and they have all of these other complaints, 
I mean in addition, if someone thinks to do the PCR Ebola test, but 
in addition, they are going to get a CBC, they are going to get a 
urinalysis, they are going to get any number of other blood tests, 
and these tests would go through the normal auto-analyzers in the 
lab without knowing that that patient actually had an Ebola possi- 
bility, or is that, in fact, separated out of your emergency room? 

Mr. Gold. Yes, sir, we have put protocols in place, and we have 
also widely shared them for triage screening in the emergency de- 
partment if there is any suspicion that a patient either has a travel 
history or a symptom complex, they are immediately sequestered, 
there is a specific nursing protocol with personal protective equip- 
ment, et cetera. There is a notification of the team, and the labora- 
tory specimens are processed through the bio-containment unit fa- 
cilities, and then decontaminated as if they were positive, even be- 
fore we know the results of the PCR. And we are doing PCR testing 
on-site now, which makes it a lot faster and a lot easier, otherwise 
it would have taken days previously. 

Mr. Burgess. But again, I would just point out that that is in 
a perfect world. In the rough and tumble, Buford, Texas, ER, all 
of those protocols would not immediately be available. 

And we will get back to that, but, Mr. Isaacs, I just have to ask 
you, I mean that Typhoid Mary analogy that you used, that is the 
first time I have heard of that. Now, we all remember Typhoid 
Mary of lore, and she actually had the ability to infect people. Do 
your Typhoid Marys carry the ability to infect people when they 
themselves are asymptomatic? 
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Mr. Isaacs. We don’t know. That is the question. Now, Typhoid 
Mary, in the case of her, she was dealing with a bacterial infec- 
tion — 

Mr. Burgess. Right. 

Mr. Isaacs [continuing]. But what I do know for a fact is that 
there have been a number of asymptomatic, non-feeble people 
whose blood had been drawn and it tested positive. And I think 
that there is something about the PCR test that, you know, I heard 
Dr. Frieden say, in medicine, you never say 100 percent. But the 
thing with Ebola, if you don’t bat 1,000 every day, somebody dies. 

Mr. Burgess. Right. 

Mr. Isaacs. And 

Mr. Burgess. And someone else is exposed. 

Mr. Isaacs. Yes. My point in saying all of that is not to raise 
fear, but it is saying that we need to go to Africa and beat the dis- 
ease over there. 

Mr. Burgess. Yes, sir. 

Mr. Isaacs. We need to keep it contained. 

Mr. Burgess. You know, you raise a point of two of your doctors 
were infected, and you weren’t sure why. We had two nurses in 
Dallas who were infected, and we are not sure why. And, again, 
that just underscores that there is probably more not known about 
this disease than what is known, and that is, again, why I began 
this with, we all ought to step back and have a little bit of humil- 
ity. I would even extend that to Mr. Waxman. I mean, he is not 
known for his humility. We all have to have a little humility in 
dealing with this. 

Dr. Lakey, I just have to ask you. What you did in Dallas to sort 
of restore good order and discipline at a point where it really al- 
most veered toward being out of control, I mean, it took a lot of 
courage to exercise those control orders on the individuals when 
you did that, and I will admit to being somewhat surprised turning 
on the news and hearing that that had happened. What were some 
of the things that went through your mind as you developed that? 

Mr. Lakey. So we don’t take control orders lightly, and in Texas, 
I can put a control order, it is not enforceable until I get a judge 
to enforce it. But we have to get the monitoring done in an event 
like this. We have to make sure that people do not have fever, and 
if I could not get that done the way that I needed to protect the 
public’s health, I take protecting the public’s health extremely seri- 
ously, and so we put a control order in place. Now, if you do that, 
you need to make sure that you provide the support services 
around that individual to make sure that there is food, other sup- 
port there so you can make sure it is as humane as possible. 

With the nurses following the nurse that became infected we, 
again, needed to make sure we had monitoring in place. We also, 
as we looked and stratified the risk, it looked to me like the biggest 
risk would be inside that room with Mr. Duncan, and so for those 
individuals, we said it is best during this time period that you don’t 
go into large public congregate settings, movie theaters, churches, 
et cetera. It becomes a very large epidemiological evaluation when 
that occurs, if unfortunately, somebody becomes infected. And we 
were able to work with that staff, and they took this very seriously 



160 


to be able to limit their movement for the highest risk in individ- 
uals. 

Mr. Burgess. Very good. 

And, Dr. Gold, are your patients reimbursed by insurance or, are 
you reimbursed by insurance when patients are referred to you? 

Mr. Gold. We are in the process of having those discussions with 
the insurance carriers and with their employers, but to date, we 
have been unsuccessful in any reimbursement through a commer- 
cial carrier. And I can’t really tell you whether anything has hap- 
pened in the last 24 to 48 hours, of course, but they have not re- 
sponded. 

Mr. Burgess. Thank you. I appreciate that. 

Mr. Murphy. Now, Mr. Waxman, you are recognized for 5 min- 
utes. 

Mr. Waxman. Thank you, Mr. Chairman. I will take five and 
maybe take an additional two, like we saw with the other question 
there. 

Earlier this month. President Obama sent to Congress a $6.2 bil- 
lion supplemental budget request to enhance the U.S. Government 
response to the Ebola outbreak. The President’s request is intended 
to fund both immediate and long-term needs in the United States 
and West Africa. 

Dr. Gold and Dr. Lakey, you can both speak to the readiness of 
our public health system here in the United States. The President’s 
budget request designated $621 million to GDC for domestic re- 
sponse, including funding for State and local preparedness, en- 
hanced laboratory capacity, and infection control efforts. It also 
designates $126 million for hospital preparedness. 

Dr. Lakey, can you comment on the need for additional funding 
for State and local public health authorities, what are the top fund- 
ing priorities? 

Mr. Lakey. Thank you, sir. As I outlined in my comments, the 
State public health, local public health, is having to do a lot of 
work right now. A laboratory response network, having a labora- 
tory system out there so we can rapidly diagnose individuals is es- 
sential for us to make the diagnosis and isolate individuals. 

The epidemiologists that contact individuals, talk to them, figure 
out the risk, is essential. The hospitals having pre-designated fa- 
cilities so we can care for those individuals is very, very important. 
This isn’t the only event. We have had multiple events; West Fer- 
tilizer explosion. Hurricane Ike, et cetera. That system, to be able 
to rapidly respond, is essential. Now, a lot of that is paid for by 
HPP funds. My HPP budget was reduced by 36 percent this last 
year. And that pays for the training, the education, the things that 
take place in order for the hospital systems to be ready. 

Mr. Waxman. Um-hum. I wanted to ask Dr. Gold for his re- 
sponse. Would additional funding assist in hospital preparedness, 
and give us some examples of areas where additional funding 
would be helpful. 

Mr. Gold. I think the additional funding would be helpful to 
build the educational programs, to get the referral centers, as well 
as community hospitals completely up-to-speed. The additional 
fundings will allow to scale response in event we need to bring 
American soldiers or other volunteers back to the United States. 
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Additional funding will be used to create preparedness for future 
infectious crises of this nature, for which we currently do not have 
resources, and to build a sustainable infrastructure such as con- 
valescent serum reserves, such as core laboratory testing, et 
cetera 

Mr. Waxman. Um-hum. 

Mr. Gold [continuing]. So that we have and sustain a national 
preparedness level. 

Mr. Waxman. Thank you. 

I want to pivot now to the funding for international efforts. Mr. 
Isaacs, Samaritan’s Purse has been on the ground in Liberia since 
March, and understands the environment there. I want to talk to 
you about the NGO perspective on continuing needs and efficient 
use of resources. What are the main priorities on the ground in 
West Africa, and what resources are needed to accomplish those ef- 
forts? 

Mr. Isaacs. So if I may just add something to what you said. We 
have actually been there for 11 years 

Mr. Waxman. Yes. 

Mr. Isaacs [continuing]. And the disease broke out in March, so 
we have a large footprint, we have 350 staff, about 20 expatriates, 
we have aircraft there, we have a lot of capacity in the country. 
And when the disease broke out, we were 100 percent focused on 
fighting it. 

What we are seeing today that we think that other resources are 
needed for, this is very practical but you know what, logistics are 
everything, and there is a lot of discoordination and confusion right 
now between the U.N. players, UNHAS, UNAMIR, and the DoD 
about gaining access to airlift. There are no protocols in place 
about moving blood samples, so if GDC goes out into an area and 
identifies a new village, and there are 10 or 12 people who test 
positive, they call us in because we have assembled rapid response 
teams. We are not able 

Mr. Waxman. Um-hum. 

Mr. Isaacs. — to take the blood samples out to other aircraft, we 
have to move them out by land. A rapid diagnostic test is one of 
the greatest things that are needed there, and I think, frankly, 
that if the U.S. Military was running the coordination cell, things 
would 

Mr. Waxman. OK. 

Mr. Isaacs [continuing]. Be done quicker. 

Mr. Waxman. Well, the U.S. is committed to helping in Liberia, 
and has provided personnel, resources, and funding. As we con- 
tinue our aid efforts, we must also keep in mind the need for a 
flexible response. Initial reports indicate that there are empty beds 
in Ebola treatment units in Liberia, so the aid efforts have ad- 
justed accordingly to monitor occupancy and only build additional 
ETUs as needed. 

Mr. Chairman, I hope that we can join together to quickly pass 
the President’s budget request. We heard from this panel and we 
heard from our first panel about the urgency of the task at hand, 
and the public health catastrophe that will occur in West Africa if 
we fail to do so. 

Thank you very much, and yield back the balance of my time. 



162 


Mr. Murphy. I appreciate that. Certainly, I would like to see 
that happen, too, and I hope you also take a careful look what Mr. 
Isaacs’ group is also looking at. They need a bridge to move people 
back and forth because that is a struggle right now. 

Mr. Waxman. Um-hum. 

Mr. Murphy. Now I recognize Mr. Long for 5 minutes. 

Mr. Long. Thank you, Mr. Chairman. And I thank you all for 
being here, and not only that, but what you do on a day-to-day 
basis because I for one really appreciate it. 

Dr. Gold, you said — well, let me ask you something before that. 
Dr. Martin Sali, is that how it is pronounced? 

Mr. Gold. Yes, Salia. 

Mr. Long. Salia. Dr. Salia was taken to your facility, correct? 

Mr. Gold. Yes. 

Mr. Long. And the reports that we got on the news, turned on 
the radio and they said that there was a doctor with Ebola that 
was very critical, was the first thing I thought, and I probably had 
the same thought as a lot of people that that is probably not a good 
thing when they say that he is very critical. He later deceased just 
a few days later. I apologize, I had to step out of the room for a 
few minutes, which I normally don’t do, I am usually here for the 
whole duration of these hearings, but was there a reason that he 
was delayed coming to this country for assistance, for help? Do we 
know, because that seems strange that he would be that far gone, 
so to speak, before they would think about flying him out? 

Mr. Gold. It is unclear to us what the logistics were that might 
have delayed it. As we were told, that he had an initial blood test 
for Ebola that was negative, and only three days later did he test 
positive. And when he tested positive, there was a period of time 
before at least we were contacted, I don’t know whether the trans- 
portation organizations or the State Department were contacted, 
but from the time we were contacted, the plans for transfer were 
put into place virtually immediately. 

There was also a good deal of uncertainty how stable he was im- 
mediately prior to transfer, but once the decision was made to 
transfer him, rest assured that he got every conceivable treatment. 

Mr. Long. I am sure he did, and I wasn’t implying that at all, 
but I was just curious as to why they waited as long to try and get 
him a — ^because when I heard that first radio report 

Mr. Gold. I am told 

Mr. Long [continuing]. And they said he was very critical 

Mr. Gold [continuing]. That is not uncommon for people to test 
negative even when they are symptomatic. We have heard about 
other people who have tested positive who were asymptomatic. 
This is not 100 percent certainty disease, and we are learning an 
awful lot about the spectrum of how symptomatic people get, 
versus their viral levels, et cetera. 

Mr. Long. Let me stay with you. Dr. Gold, and switch up the 
topic just a little bit. You said in your written testimony that you 
have coordinated extensively with the CDC and HHS on readiness 
and treatment. Can you tell us more about that collaboration, on 
what specific issues have you advised the administration? 

Mr. Gold. We are working with Emory, with the CDC and with 
ASPR on standing up educational protocols, visiting other institu- 
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tions across the United States to help them enhance their readi- 
ness, hosting teams from other institutions across the United 
States. In Nebraska, we have recently had a team of 9 or 10 people 
from Johns Hopkins University, as well as putting together a series 
of protocols that would be used for, if you will, accreditation or cer- 
tification of readiness, and maintenance of readiness. 

Mr. Long. And when you say you have advised the administra- 
tion, have you spoken with Mr. Klain, the new czar — the Ebola 
czar? 

Mr. Gold. Yes, sir, several times. 

Mr. Long. OK, and did the administration, did they incorporate 
or accept your recommendations, and did they reject any of your 
recommendations? 

Mr. Gold. We are working specifically with Dr. Lurie, who was 
your guest here a little bit earlier, and we speak probably daily on 
the development of these protocols. There is a conference call that 
is scheduled for Friday 

Mr. Long. So you feel they are accepting your recommendations? 

Mr. Gold. Thus far, yes, sir. 

Mr. Long. Good, OK. And, Mr. Isaacs, we were talking about 
earlier, or you were in your testimony, people traveling on planes 
and being checked temperature-wise every so often, three times a 
day, did you say, or what were 

Mr. Isaacs. Our staff are under protocol to take their tempera- 
ture four times a day. 

Mr. Long. Their own personal temperature? 

Mr. Isaacs. No. We actually have staff in our Ebola task force 
that call them every day, and we keep a log of it. I could call my 
office right now and tell you where every one of our people are 

Mr. Long. But you are talking about your staff, not their pa- 
tients? 

Mr. Isaacs. Yes, our staff. 

Mr. Long. OK. 

Mr. Isaacs. Not 

Mr. Long. OK. I got you, OK. 

Mr. Isaacs. We are just monitoring their health. 

Mr. Long. Right. OK, good. OK, I misunderstood earlier because 
you hear these reports about, well, we will check their temperature 
when they get off the plane. I think we need to do a travel ban, 
as I have mentioned before, but if they say, well, take their tem- 
perature, and then they say they cannot be symptomatic, not have 
a temperature and still have Ebola, so my question is probably in- 
valid since you are talking about your staff. 

But anyway, thank you all again for your service and what you 
do, and for being here today. 

Mr. Chairman, I yield back. 

Mr. Murphy. Thank you. 

Mr. Griffith, you are recognized for 5 minutes. 

Mr. Griffith. Thank you, Mr. Chairman, I appreciate that. 
Thank you all for being here, and thank you, Mr. Isaacs, for the 
work that you all have been doing there for 11 years. Samaritan’s 
Purse 

Mr. Isaacs. Thank you. 
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Mr. Griffith [continuing]. Is a good organization, and appreciate 
what you all have done 

Mr. Isaacs. Thank you. 

Mr. Griffith [continuing]. Not just there, but around the world. 
Speaking of that, in your written comments, you said many public 
health experts are telling us that we know the disease, how to fight 
it, and how to stop it. Everything we had seen in this current out- 
break, however, suggests we do not know the science of Ebola as 
well as we think we do. I touched on this earlier in the previous 
testimony related to, I believe, the reservoir species is what Dr. 
Frieden was talking about, and that we don’t know the full extent 
of the reservoir species. And you touched on that in your written 
testimony as well, and you asked questions can the virus live in 
other mammals besides primates, bats, rodents, and humans, and 
you attached a study that related to pigs. Do you ask this question 
because your people on the ground have some questions, or just be- 
cause it is a blank slate and we really don’t have much research 
on it? 

Mr. Isaacs. I think that Ebola is potentially a much more serious 
disease than it is given respect for. What we are seeing is that it 
is flexible, it is deceptive, it is sneaky, it is agile, and every time 
somebody thinks they have it figured out, it shows us something 
new. And I think that we as a society cannot make assumptions 
that we know what it is and what it will do. I think that we need 
to be extraordinarily careful about letting it come onto this shore. 
And while it is true that when it has come here, we quickly identi- 
fied it and isolated it, the truth is, as these doctors could tell you, 
particularly the gentleman from Texas, that if he had 10 or 20 or 
50 cases down there, it would consume his capacity to isolate it. 
And so while we can isolate it, if it were to get out from under us, 
it would quickly exceed our capabilities, and that is why I think it 
is so extremely important to invest resources to fight and stop this 
disease in Africa before it gets off that continent in a major way. 

Mr. Griffith. And I appreciate that. Have any of your people 
there in Africa indicated to you that they are concerned about ani- 
mals that might be carrying the disease, or is that just a ques- 
tion — 

Mr. Isaacs. We live Ebola 24 hours a day. It is all we talk about. 
We talk about it all. 

Mr. Griffith. Right. 

Mr. Isaacs. And, yes, we are worried about it. We don’t know. 
Evidently, in Spain, they thought the little dog — they killed it. In 
Texas, you put it in isolation, and I am glad the lady got her dog 
back, I am a big dog guy, but who knows if it — maybe there is some 
science on this, but I think that we don’t know. 

Mr. Griffith. Well, I would refer you to a study that came out 
in March of 2005 in the Emerging Infectious Disease — I guess that 
is the name of the publication, but it is a GDC publication. I would 
be happy to get you a copy of it, and it is available, where they talk 
about the potential of dogs, and it says that although dogs can be 
asymptomatically infected — in other words, they don’t get the dis- 
ease, and sometimes the science gets confused on television, they 
don’t get the disease — ^but they are carrying the antibodies for the 
disease, and this study says asymptomatically infected dogs 
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could — doesn’t say they are, could — be a potential source of human 
Ebola outbreaks and a virus spread during human outbreaks, 
which would explain some epidemiologically unrelated human 
cases. And it goes on, and it talks about there are cases in the past 
in Africa where they don’t have any idea where the disease came 
from. And I asked Dr. Frieden about that, and he said that maybe 
bats, but they still don’t know what all the reservoir species are. 

In a prior hearing before today, when we were here in October, 
I said, what are we doing about animals coming into this country, 
and it was more or less laughed off, but it is a concern, wouldn’t 
you agree, Mr. Isaacs? 

Mr. Isaacs. I do agree, and I will tell you why it is so important. 
This is not the flu, this isn’t influenza, this is a disease that kills 
70 percent of the people that get it. And, if you look at what the 
disease has done this year — 5,550 people dead, 13,000 cases — that 
is extraordinary. And none of us have swum in these waters before, 
and I don’t think that we can use case studies that come from 1976 
today to make assumptions about an unprecedented event that 
crosses national boundaries. It is now in Mali. When you look at 
the disease, the caseload may be going down in Liberia, but the 
disease is, in fact, spreading geographically. We fear that very soon 
we will see it in Sierra Leone, and it has already been identified 
in Mali. 

Mr. Griffith. Well, and I appreciate your comments on that, and 
I liked your term “travel management" because I do believe we 
want people to be able to get there to provide humanitarian relief, 
like your organization does. At the same time, I think we have to 
be very, very careful. 

And with that, Mr. Chairman, I yield back. 

Mr. Murphy. Gentleman yields back. 

Now I recognize Mr. Tonko for 5 minutes. 

Mr. Tonko. Thank you, Mr. Chair. 

State and local health departments and local hospitals serve at 
the frontlines for treatment and containment of infectious diseases 
in the United States. In the case of Thomas Duncan in Dallas, the 
country saw the challenges faced by local health departments and 
local hospitals dealing with an unexpected infectious disease. 

So, Dr. Lakey, now that you have had some time to reflect on Mr. 
Duncan’s case and how it was handled, can you talk about some 
of the challenges Texas Health Presbyterian Hospital faced in 
terms of preparedness? 

Mr. Lakey. Yes, sir. I think the first challenge was to recognize 
the first case ever in the United States. A rare disease in the 
United States. Everyone was watching what was occurring in Afri- 
ca, but to think that that was going to occur in your emergency 
room on a busy night was a challenge. I think there was a chal- 
lenge related to the national strategy, and I say national because 
there are experts outside of Government that review those strate- 
gies on infection control. But the assumption that any community 
hospital can care for an individual that has that much diarrhea, 
that much vomiting, with that much virus in those fluids I think 
was a faulty assumption, that it took a really dedicated team to be 
able to care for that individual. 
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I think one of the lessons learned was healthcare nurses, physi- 
cians, they take their responsibility extremely seriously, and they 
showed up to take care of Mr. Duncan and their colleagues. I think 
a lot of people were worried that healthcare wouldn’t show up, that 
healthcare providers would not show up, but they showed up. 

Mr. Tonko. Um-hum. 

Mr. Lakey. I think there was a lesson related to the level of per- 
sonal protective equip. And that was changed, and so the higher- 
level personal protective equip, and I think we learned that you 
don’t have to wait for a temperature of 101.5 to diagnose the indi- 
viduals. We lowered that temperature threshold just because we 
wanted to make sure we identified individuals early, and we identi- 
fied them with temperatures of about 100.6, 100.8, which, by the 
previous guidelines, wouldn’t have met the criteria for testing. So 
those are just some of the lessons, sir. 

Mr. Tonko. And in what ways could the Dallas and the Texas 
State Public Health Departments have been better prepared to 
handle an unexpected case of Ebola or any infectious disease? 

Mr. Lakey. Yes. So I think there are several components to that. 
I think the, you know, necessity to train, you know, I think health 
departments across Texas and across the Nation had been pre- 
paring. There was a lot of information that we had been sending 
out, but that is different than saying this is a real event and I have 
to be ready right now. I think one of the things that we are doing 
right now to make sure we improve our preparedness is not only 
making sure that all hospitals are ready to think that Ebola is pos- 
sible, and in the differential diagnosis, isolating those individuals 
and informing individuals, but make sure that there is a system 
across the State where those individuals then can be seen and be 
tested before you get to a level of a hospital that can care for those 
individuals. No hospital wants to be an Ebola hospital. You know, 
it is just hard on getting other individuals into your emergency 
room if you are labeled the Ebola hospital. And so there is some 
reluctance across the United States to step up and be that facility, 
but that is one of the things that we are working on right now. 

Mr. Tonko. Thank you. 

Dr. Gold, as you said in your testimony. University of Nebraska 
Medical Center is recognized as a national resource for your readi- 
ness to provide care for Ebola patients. You have successfully treat- 
ed Ebola patients, and just last week another patient who sadly 
passed away was brought to your facility for treatment. Can you 
briefly describe the protocols and procedures UNMC had in place 
that ensured staff was appropriately prepared to care for Ebola pa- 
tients? 

Mr. Gold. Yes, sir. Since the unit was stood up in 2005, the staff 
of between 40 and 50 people has been sustained. And that staff 
meets on a monthly basis to go over policies and procedures, 
emerging trends in Africa and South America, et cetera, and as 
well as works closely with the military through STRATCOM and 
the Offutt Base. But that team also drills 4 times a year, and they 
do real exercises in the community with waste disposal, with para- 
medic transport, et cetera. 

We also practice donning and doffing, use of various types of per- 
sonal protective equipment, dialysis, respiratory management, et 
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cetera. So all of the typical procedures and protocols are not only 
learned but actually practiced hands-on, real-time — at a minimum 
four times a year for every staff member. 

Mr. Tonko. Thank you very much. Mr. Chair, I yield back. 

Mr. Murphy. Thank you. 

Mr. Terry, 5 minutes. 

Mr. Terry. Thank you. 

Dr. Gold, what are the costs and impacts of being prepared when 
you are preparing and practicing four times a year, when all of 
those pieces within the community are also participating? 

Mr. Gold. The actual out-of-pocket costs have been calculated to 
be between $250,000 and $350,000 a year to maintain the core 
team of nursing support, techs, respiratory therapists, et cetera. 
That does not count the in-kind time that our physicians and other 
leaders put into it, as well as does not count the time of the main- 
tenance of the unit, the air handlers, water supply, autoclaves, 
maintenance of stock of equipment, et cetera. That is just the per- 
sonnel time that goes into maintaining the readiness. 

Mr. Terry. In your opening statement, and I hinted this in one 
of my questions to the CDC, is that for the level of facilities that 
UNMC and Emory are, and when you train and practice like this, 
there should be some maintenance funds to offset those costs. 

Mr. Gold. Well, we certainly agree with that. I believe that the 
CDC over time has had a relationship with the Emory organiza- 
tion, predominantly to protect the employees of the CDC that work 
with highly infectious agents in their testing laboratories and 
around the world. 

We have not had that type of relationship, and would think it 
would be appropriate perhaps through the UR instructor or 
through some other vehicle that exists. 

Mr. Terry. Are you being homered? 

Mr. Gold. Sorry? 

Mr. Terry. Emory being in Atlanta and CDC being there, are 
they just giving money to the hometown hospital 

Mr. Gold. I think they needed a 

Mr. Terry [continuing]. Or is there some contractual 

Mr. Gold [continuing]. Just like we need a way to take care of 
our employees if something tragic were to happen and they were 
to become ill, they need a way to manage their employees as well, 
and I think that was the original basis of the relationship. We 
would 

Mr. Terry. OK. 

Mr. Gold [continuing]. Very much enjoy a similar relationship. 

Mr. Terry. And I think you are on equal, if not better, footing, 
medically speaking, at least. 

Speaking of that, just to pick your brain a little bit here, and 
maybe someone has already done this, but you have had two suc- 
cessful patients that got to hug all the doctors and nurses that 
helped them, and then we had the last patient that came in that 
appeared from the TV video to be in supercritical condition. What, 
in your opinion, is the reason that perhaps this physician, the lat- 
est patient, passed away? Any takeaways from being how you were 
able to treat the first patients versus this one that came in a more 
critical condition? Any lessons learned? 
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Mr. Gold. I think the most important lesson learned is that the 
early we have access to treat any patient here or in Africa, the bet- 
ter the yield is going to be. 

This particular patient had renal failure, liver failure, was un- 
conscious when he arrived in the United States, and what we have 
learned is that those are all very bad predictors of outcome. The 
earlier patients that we cared for did have early organ failure, but 
were reversible through good supportive care, and they all received 
experimental medication, as did this patient, but I believe that the 
organ system failure we dealt with over the weekend was just far 
too extreme. 

Mr. Terry. So I mean with just this one example, it is probably 
not certain, but is there just a point of no return with an Ebola pa- 
tient, their organs have already shut down, is there a way of treat- 
ing them so they can survive, or is it just at that point not surviv- 
able? 

Mr. Gold. I don’t think it is possible to predict. Young people, 
this gentleman was in his early 40s, and the thinking was that it 
was worth an all-out effort to attempt to save him. And I don’t 
think, if you could take the exact same patient twice, that you 
could predict the outcome. 

Mr. Terry. Yes. Very good. Appreciate it. And, Dr. Gold, you and 
Nebraska Medicine and UNMC make us proud. I appreciate all of 
your efforts. 

Mr. Gold. We have a great team. Thank you, sir. 

Mr. Terry. You do. With Mr. Green’s daughter. 

Mr. Murphy. Gentleman yielding back? 

Mr. Terry. I yield back. 

Mr. Murphy. All right, I will recognize Mr. Green for 1 minute 
of wrap-up. 

Mr. Green. Thank you, Mr. Chairman. I ask unanimous consent 
to place in the record a statement by the AFSCME, the American 
Federation of State, County and Municipal Employees, urging Con- 
gress to support the President’s emergency funding of $6.18 billion. 

Mr. Murphy. Without objection. 

[The information follows:] 
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Stateneiit for the Record 
by the 

American Federation of State, County and Municipal Employees (AFSCME) 
for the Hearii^ on die 

Update on die U.S. Public HeaHb Response to the Ebola Outbreak 
Subcommittee on Oversight and Investigations 
Energy and Commerce Committee 
U.S. House of Representatives 
November 18, 2014 


This statement is submitted on behalf of the 1.6 million members of the American 
Federation of State, Coimty and Municipal Enqiloyees (AFSCME). AFSCME represents 
WDikeis idio me on the front lines of America’s domestic response to Ebola, ftom the New York 
City Emergency Medical Services (EMS) crew that transported Dr, Craig Spencer to Bellevue 
Hospital, to registered nurses at Childrm's Hospital of Philadelphia (one of a few pediatric 
fiurilities designated for Ebola care) to state and local government public heidth staff monitoring 
travelers fiom We^ Africa to ho^ital staff across the nation. 

While this hearing is focused on the domestic front, AFSCME agrees with public h^th 
experts that we will improve overall global health security by building immediate and long-term 
cqncity in Africa to contain and diminish the epidemic through medical and public health 
infiestriKstures. Germs have no national boundaries. 

Strong. Stable Publle Health Systems are a Critical Pint Line of Defeusc 

It is a core and inherent government role to protect our nation from the threats of 
infectious diseases. No matter where they live in our country, all Americans have the right to 
basic protections. A strong, stable public health system at the national, state and local level is 
fundamental to the ability of our nation to detect, control and respond rapidly to infectious 
diseases and prevent epidemics. Public health departments around the country have this unique 
role and responsibility. Together with our health care system, these workforces are the first line 
of defense against emerging infectious threats. 

The single roost important resource for public health departments are people - trained 
and experienced workers. But efforts to prevent and control infectious diseases are vidnerable 
because we have let our guard down by cutting staff and reducing capacity. Since 2008, cuts to 
fimdir^ for public health preparedness have meant the loss of 1 in 5 state and local public health 
jobs. That loss of 51,000 woricers has left states, counties and cities less ready and able to 
respond to the predictable, aimual outbreak of influenza, much less emerging infectious disease 
thie^. We call on Congress to provide funds to improve state and local public health 
departments and laboratories and to increase monitoring of travelers, as well as die purchase of 
ne^ed equipment to protect workers. Without adequate funding, state and local governments 
will be unable to fulfill their unique role in protecting the health of our nation. 
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Pretectog Workers on the Front Lines Kccts our HealMi Svgteni Functioning and Protects 
the Pnblk 


To protect the American public vk must protect those on the fiont lines - health care 
woricers, EMS and other woricers who are at higher risk of being exposed to the Ebola virus (and 
other infectious diseases) w4»en they do their job. Protecting woricers is the best way to ixotect 
the public from exposure. The transmission of the Ebola virus to nursK at IMas Presbyterian 
Ho^ital exposes the cracks in our system of protecting woric«s. Woricers across die nation who 
are at high riric deserve bettn'. Moreover, Americans will be less alarmed when diey know 
workers are being protected from exposure and less likely to become transmitters of disease. 

The experience with Dr. Spencer in New York City shows it is possible to have a well- 
honed system of worker |Hotections. New Yoric City’s Fite Department’s Bureau of Emergency 
Medical Service, in partriership with AFSCME Local 2507, developed protocols for transporting 
potential Ebola padoits to the hospital. Only specially protected trained EMS workers will 
treat and transport suspected Ebola virus patients. These procedures reflect a strong commitn^t 
to public safety, worker {notecdons and ongoing training. For the protocols to be effective, 
communication and admini^rative coordination with 91 1 operators, the local health department 
and hospital system is required. 

In New York City, a specially trained HAZ TAC team does the transport using a fully 
encapsulated and fluid resistant suit with a hood and gloves, an additional pair of nitrile gloves, 
and a powered air purifying respirator (PAPR). Once the transport is completed the workers go 
through a special procedure to remove their personal protective equipment and th«i a special 
separate te^ conducts the decontamination process. This protocol also includes monitoring 
EMS workers for an increase in temperature. Because of extensive training and compliance vdth 
the protocols, the EMS workers who transported Dr. Spencer did not have a tvernh in their 
protective eqiupment and had no exposure to Ebola. Though a model to be emulated, these 
protocols are a strain on the City’s emergency preparedness resources. 

AFSCME supports the Obama administration’s emo’gency funding request to help state 
and local government agencies and hospitals purchase the need^ level of personal protective 
equipment. As we have seen from the photos of health care workers and the experimee in New 
York City, the protective equipment is elaborate, expensive and necessary. 

Aloiig with Federal Emergency Funds We Urge Increased Accountability to Prevent the 
Risk of Ebola Eitrosnre 

The Centos for Disease Control's (CDC) Ebola specific guidelines are important and 
vital. However, the Occupational Safety and Health Administration (OSHA) is the lead federal 
agoicy responsible for protecting workers at high risk of exposure to Ebola through their work. 
Ensuring that all employers whose workers are at high risk of exposure to Ebola comply with 
iqrplicable CDC guideline and OSHA standards will ensure the safety and health security of 
workers on the front lines and the public. 
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OSHA has identified die following types of workiets at risk of Ebola exposure; health 
care woikras caring for a sick individual, airline flight crews, service and cargo employees, 
laboratory workers, mortuary and forensic workers, emergency respondm, individuals involved 
in bordo' {xotection, customs, and quarantine operations, and workers in odier critical sectors 
wdio may come into contact widt infectious blood and body fluids. 

Employers wlio have workers that may be expored to the Ebola virus need to comply 
with a combination of OSHA standards in order to implement a comjHehoisive worker 
protection program. Workers must not be discriminated agmnst for raising legitimate safety 
concerns. 

OSHA’s Bloodbome Pathogens standard (29 CFR 1910.1030) covers exposure to Ebola 
virus. Ebola is among die subset of contact-transmissible diseases to which the Bloodbome 
PadKigens stairiard iqiplies, as it is transmitted by blood or odier potentially infectious materials 
as (tefined in the stardard. 

The Colters for Medicare and Medicaid Services (CMS) has an aeconntability rote 
too. Hospiteb not otherwbc covered by OSHA mice must comply with OSHA’s 
Bloodbome Pathogen standard as a condition of Medicare reimbursement (42 II.S.C. 
1395cc(a)(l)(V)). 

In situations where wenkers may be exposed to bioaerosols containing Ebola virus, such 
as is possible when an infectious patient or individual is vomiting or experiencing diarrhea, 
employers must also follow OSHA’s Respiratory Protection standard (29 CFR 1910.134). 

Odwr elements of infection control for Ebola, including a number of precautions for 
contffiri-transmissible diseases, are covered imder OSHA’s Personal Protective Equipment (PPE) 
standard (29 CFR 1910.132) and the General Duty Clause of the Occupational Sitfety and Health 
(OSH) Act of 1970, which requires employers to keep the workplace flee of recogtiized hazards 
that can cause death or serious harm to wooers. 

Under the PPE standard, an enqiloyer must conduct a job hazard assessment to determine 
vrirether hazards are present tiiat require fee use of PPE. If PPE is required, the employer must 
provide it at no cost The employer must train employees ufeo are requited to use PPE. Training 
must cover when and wliete to use PPE, how to use PPE, fee limitations of relying on PPE m»i 
how to maintain and dispose of PPE. 

&npioyer$ may also be required to follow these and other standards to protect their 
workers Com exposure to chemicals used for cleaning and disinfection. 

The safety and health of flight crews are under the jurisdiction of fee Federal Aviation 
Administration (FAA) and generally not subject to OSHA requirements. However, under a 
memorandum of understanding betwiren fee FAA and OSHA, they are subject to the following 
OSHA standards: Bloodbome Pathogens (29 CFR 1910.1030), Occupational Noise Exposure (29 
CFR 1910.95), Hazard Communication (29 CFR 1910.1200). 

Twenty-five states, Puerto Rico and fee Virgin Islands have OSHA-approved state plans 
and have adopted their own standards and enforcement policies. For the most part, these states 
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adopt standaids that are identical to Federal OSHA. However, some states have a(k)pted different 
stai^ards ^licable to this topic or miQr have diffisent enforcement policies. 

The California Division of Occupational Safety and Health (Cal/OSHA) Aerosol 
Transmissible Diseases (ATD) standard is aimed at preventing worker illness fiom infectious 
diseases that can be trananitted by inhaling air that contains viruses (including Ebola), bacteria 
or oth«3- disease-causing organisms. While the Cal/OSHA ATD standard is only mandatory for 
certain h^th care employers in California, it may provide useful guidance for protecting other 
workers exposed to Ebola virus. 

CoBcInsioii 

Despite the teagic wake-up call of 9/1 1, the outbreak of HlNl and avimi flu, our public 
health systm is not ready for tlw challenge of Ebola or any public health oisis. Insufficimt 
investment, including the seqtiester and other recent federal funding cuts have harmed our public 
health infiastructure. Yeats of cuts have meant losses in experienced and trained public health 
staff. 


AFSCME urges the Congress to support the President’s emergeney funding request 
of $6.18 billion to light Ebola abroad and respond to it here at home. Protectii^ the workers 
who will be on tlte fiont line of this fight must be a top priority. Health and safety statxiards and 
CDC guidelines must be followed and enforced. Protective equipment must be available and all 
workers who may be exposed, including doctors and nurses, paramedics, lab technicians and 
custodians, must be trained to reduce their risk of infection. Thm remains a need fw additional 
targeted training funds to ensure that ho^ital workers, first responders and others 'uiio are at risk 
of occupational exposure are traiited. We also urge Congress and the Obama administration to 
support resources for agencies focused on worker health and safety protection to evaluate 
compliance with these guidelines and required procedures. 

With respect to federal Ebola funds that may be granted to hospitals and other 
entities, we urge that the Congress make receipt of these funds contingent upon compliance 
with CDC guidelines as well as aD appropriate OSHA standards. 
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Mr. Green. And, Mr. Chairman, I want to thank both panels 
today. I know the first one is gone — 

Mr. Murphy. Can’t hear you. 

Mr. Green. I just appreciate our witnesses being here, but also 
for the panel that was put together, and that is what our Oversight 
and Investigations Subcommittee is supposed to be doing, and I ap- 
preciate it. But to follow up on my colleague, I am the first time 
in history that the intelligence from your children went back down 
the tree, and so I just appreciate that the first time in many times. 
Thank you. 

Mr. Murphy. So noted for the record. 

I want to thank this panel — you can have 30 seconds here. Go 
ahead. Dr. Burgess. 

Mr. Burgess. Well, I was going to thank the panel, too. I mean 
I have been through a number of these hearings. Our committee, 
of course, has done hearings. I was allowed to sit in Homeland Se- 
curity when they did a field hearing in Dallas. I sat through the 
hearing on foreign affairs last September. This has been the most 
informative panel that I have had the pleasure to hear from, and 
I really appreciate — I know it was a long day and I know we made 
you wait a long time, but I really appreciate you guys sticking with 
us and sharing with us the information that you shared because it 
has been absolutely critical. 

And I will yield back. 

Mr. Murphy. Thank you. Doctor. 

I want to add to that. I almost had the feeling that the first 
panel we had today was spiking the ball. “We got this, and we can 
be confident.” And I don’t agree. After we had our hearing several 
weeks ago, we put forth several recommendations, among them we 
needed some level of travel restrictions. People ought to be isolated 
for 21 days, and what I hear, Mr. Isaacs, Dr. Lakey, I don’t know 
if it is the same for Dr. Gold, not only did you do that along with 
the hospitals of so many colleagues, but your employees didn’t com- 
plain. They recognized they don’t leave their compassion at the bor- 
ders of Africa. 

I thank them for that selflessness of all, not only while they are 
there, but in returning home. From this, several takeaways. That 
people with level 4 gear can still get Ebola. We don’t know all the 
routes. And what we don’t want to have is a false sense of security 
that everything is fine. I worry that the first hearing, this room 
was packed with cameras and people in the Press. At this point in 
the hearing, what you have told us should still tell us we have to 
keep our radar up full alert here. We have a major battle for this 
taking place in Africa. We have a very difficult time for getting 
people in and out of there, and if any of those airlines stopped their 
flights, could happen at any moment, we are at a loss for moving 
people and supplies in and out of there. 

So along those lines, I hold to it that we should still have people 
do 21-day restrictions from touching patients when they come back. 
I am glad that hospitals are doing that anyways. I hate to think 
what would happen if that did not occur. And, quite frankly, I 
think the hospital would have to tell other patients if they did have 
some employees who were recently with Ebola patients. But I also 
want to echo what Mr. Isaacs said, I am going to try and work this 
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out, that we ought to have a bridge for people going to and from 
Africa, for all your selfless workers, from so many charities. Catho- 
lic Relief and Methodist and so many other groups I have heard 
from — Doctors Without Borders — we need a way for them easily to 
go and easily come back, and we can help monitor them, so this 
is one less thing to worry about. With the amount of money we are 
talking about going through this, I, quite frankly, especially when 
you look at $20 million going to New York City just to monitor the 
people exposed to that doctor, that would pay for a heck of lot of 
flights, and we could have a charter system to do that. 

Please stay in touch with us. Committee members will have 10 
days to get other comments of the committee, and they will also 
have questions for you, and we ask that you respond in a timely 
manner with any questions for the committee. 

And with that, again, thank you to the panel, and this committee 
hearing is adjourned. 

[Whereupon, at 5:08 p.m., the subcommittee was adjourned.] 

[Material submitted for inclusion in the record follows:] 



Opening Statement of the Honorable Fred Upton 
Subcommittee on Oversight and Investigations 
Hearing on “Update on the U.S. Public Health Response to the Ebola Outbreak” 
November 18, 2014 

(As Prepared for Delivery) 

We are all grateful for the courageous men and women who are currently serving at the front lines of the 
Ebola crisis, both here in the United States and in West Africa - the nurses, the doctors, the disease 
experts, and the logistics specialists. We could not be more appreciative for their hard work and sacrifice. 

This committee remains focused on the Ebola epidemic because it continues to rage on in Africa. And as 
it does, it continues to present a risk to the health and safety of those living in the United States. Although 
Ebola may no longer be on the front pages, the situation remains grave. 

Our focus today is on the federal government’s continuing response to the crisis. In the beginning, the 
government's response was slow and uncoordinated - guidelines for health cars workers were continually 
revised, and there was a lot of confusion over how to handle travelers coming from affected parts of West 
Africa into the United States. We can and must do better, and that's what this oversight hearing is about - 
collecting the facts, identifying lessons learned, and working together to ensure that these lessons are 
Incorporated into current and future planning. 

As I made clear at our last Ebola hearing and in several letters to the administration before that, the time 
for a real strategy that works is well overdue. Lives are on the line and results matter. The doctors and 
nurses and service members on the front lines - including some who I know personally - know this is not 
a drill. And they know from experience that the U.S. and world response has not been good enough. We 
owe it to them, to the rest of the American public, to the people of Africa, and to the rest of the world to 
get this right. 

I want to reiterate that Congress is a willing partner in the fight against Ebola, and our first priority Is to 
protect the American people. It is unrealistic to think we can fight Ebola or any other public health threat 
on-the-fly, but that seems to be what's happening - both at the U.S. and international level - and it’s 
unacceptable. So while the global health community bears responsibility to finally get ahead of this 
epidemic, we cannot afford to wait and hope for the international response to improve. We also cannot 
simply take the administration at its word - Congress must ensure there is a viable plan to keep 
Americans safe, and that the administration is executing that plan appropriately. 

This means taking an honest look at where we are now and how we got here. It means assessing the 
facts on the ground to figure out what’s working, what’s not working, and why. And It means providing the 
government with the funds necessary to develop and implement an effective strategy, but in a way that’s 
effective and accountable to the taxpayers. 

There’s no time to waste. Let’s get on the right track and lead, so that we can all win this global fight 
against Ebola, 
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T^C^mittee on Energy and Commerce 

Memorandum 



November 14, 2014 


TO: Members, Subcommittee on Oversight and Investigations 

FROM: Committee Majority Staff 

RE: Hearing on “Update on the U.S. Public Health Response to the Ebola Outbreak” 


The Subcommittee on Oversight and Investigations will hold a hearing on Tuesday, 
November 18, 2014, at 1:00 p.m. in 2123 Rayburn House Office Building, entitled “Update on 
the U.S. Public Health Response to the Ebola Outbreak.” This hearing will focus on the U.S. 
domestic and international response to the Ebola outbreak. Members will hear testimony from 
Federal witnesses and others involved in coordinating the U.S. response and operating at the 
front lines of the epidemic, both at home and abroad. 

I. WITNESSES 

Panel I 

• Dr. Thomas R. Frieden, Director, Centers for Disease Control and Prevention; 

• Dr. Nicole Lurie, Assistant Secretary, Preparedness and Response, U.S. Department of 
Health and Human Services; and, 

• Rear Admiral Boris Lushniak, M.D., Acting Surgeon General, U.S. Department of Health 
and Human Services. 

Panel 11 

• Mr. Ken Isaacs, Vice President, Programs and Government Relations, Samaritan’s Purse; 
and, 

• Dr. Jeffrey Gold, Chancellor, University of Nebraska Medical Center; and, 

• Dr. David Lakey, Commissioner, Texas Department of State Health Services on behalf of the 
Association for State and Territorial Health Officials. 
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U. BACKGROUND* 

According to the Centers for Disease Control and Prevention (CDC), the 2014 Ebola 
epidemic is the largest outbreak of the virus in history. As of November 14, 2014, the CDC, in 
conjunction with the World Health Organization (WHO), has identified 14,194 cases of Ebola in 
West Africa since the outbreak began in March. This has resulted in 5,492 recorded deaths so 
far. The CDC provides routine updates on the situation in West Africa here. 

The first travel-associated case of Ebola in the U.S., which involved a man who 
contracted Ebola in Africa and then traveled to the U.S., was confirmed by the CDC on 
September 30, 2014. Two of the nurses who treated this patient at Texas Presbyterian Hospital 
in Dallas subsequently contracted the virus. A New York City doctor who had treated patients in 
West Africa also contracted Ebola in Africa and traveled into the U.S. before presenting with 
Ebola symptoms. Other health care providers and a U.S. journalist working in West Africa have 
been repatriated to the U.S. for treatment. 

The U.S. public health systems’ first encounter with Ebola cases highlights the need to 
improve domestic readiness and capacity to combat this and other infectious disease threats. The 
CDC has issued new related guidance including, but not limited to: 

• Types of personal protective equipment to be used bv healthcare workers while 
dealing with Ebola patients in U.S. hospitals: 

• Procedures for cleaning and decontaminating for the Ebola virus: and. 

• Ebola associated waste management. 

Furthermore, as a result of our nation’s first domestic experience with Ebola, the U.S. has 
implemented enhanced screening at five U.S. airports to prevent the spread of the disease. In 
light of recent outbreaks in Mali, the administration is reevaluating relevant protocols, including 
travel restrictions and screenings. 

In addition, shortly after the Committee’s first hearing on the Ebola crisis, the 
administration appointed Ron Klain to serve as the Ebola Response Coordinator to improve 
management of the U.S.’ domestic and international response. 

On November 5, 2014, the administration requested an additional $6.18 billion to address 
the outbreak in West Africa and fortify U.S. systems. A White House fact sheet describing the 
funding request is available here . 


A detailed description of the Ebola virus and methods to treat infection is contained in the Oct. 16, 2014 staff 
memorandum available here: httD://docs.house.aov/mcetinBs/lF/[FQ2/2Q14 101 6/10271 8/HHRG- 1 13-IF02- 
2014l016-SD002.ndf 
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III. ISSUES 

The following issues will be examined at the hearing: 

• Is the administration operating under a Federal emergency response plan? If so, what is 
it, to what extent has it been implemented, and is it adequate and appropriate? How do 
key administration officials fit into this structure? 

• What should be done to better prepare the U.S. public health system for any future 
Ebola cases? 

• Are new U.S. guidelines and protocols both sufficient and appropriate? How, if at all, 
will they be modified to account for new information (e.g., from hospitals and front- 
line health care workers) and developments on the ground? 

• Are current screening, flight restriction, and quarantine policies appropriate? How, if at 
all, will these policies be modified to account for lessons learned, new information, and 
developments on the ground at home and abroad? 

• Is the administration’s most recent supplemental spending request appropriate? How 
will dissemination of any appropriated funds be administered, and what role, if any, 
will Ron Klain play in related decision-making? To what extent does the supplemental 
request account for recent developments on the ground, both in the U.S. and Africa? 

• What are the current conditions on the ground in West Africa, and what measurable 
impact, if any, have U.S, efforts had in affected countries to date? 

IV. STAFF CONTACTS 

If you have any questions regarding the hearing, please contact Emily Newman, Alan 
Slobodin, Sean Hayes, or Charles Ingebretson at (202) 225-2927. 
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ONE HUMORED THIRTEEMTH CONGRESS 

Coiigrcs's' of t!)c liniteb 

ftousf of ilfprtBcntattUfs 

COMMITTEE ON ENERGY AND COMMERCE 
2125 Rayburn House OffiCF BurtOiNG 
DC 20515-6115 


December 9.2014 


Dr. Thomas R. Frieden 
Director 

Centers for Disease Control and Prevention 
1600 Clifton Road 
Atlanta, GA 30333 

Dear Dr. Frieden; 

Thank yon for appearing before the SubcommiUee on Oversight and Investigations on Tuesday, 
November 18, 2014, to testify at the hearing entitled '‘Update on the U.S. Public Health Response to the 
Ebola Outbreak.” 

Pursuant to the Rules of the Committee on Energy and Commerce, the hearing record remains 
open for ten business days to permit Members to submit additional questions for the record, which are 
attached. The format of your responses to these questions should be as follows: ( I ) the name of the 
Member whose que.stion you are addressing, (2) the complete text of the question you are addressing in 
bold, and (3) your answer to that question in plain text. 

Also attached are Member requests made during the hearing. The fonnal of your responses to 
these requests should follow the same format as your responses to the additional questions for the record. 

To facilitate (he printing of the hearing record, please respond to these questions and requests 
with a transmittal letter by the close of business on Tuesday, December 23. 2014. Your responses should 
be mailed to Brittany Havens, Legislative Clerk, Committee on Enerj^ and Commerce, 2 i 25 Rayburn 
House Office Building, Washington. D.C. 20515 and c-mailed In Word format to 
brinany.liavens@mail.housc.gov. 

1 hank you again for your time and etYori preparing and delivering testimony before the 
Subcommittee. 


Sincerely, 

V ^ 

Tim Murphy ^ 




Chairman 

Subcommittee on Oversight and Investigations 


cc: Diana DeOette, Ranking Member, Subcommittee on 0\'ersight and Investigations 


Attachments 
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CONTENT ACCURATE AS OF DECEMBER 15, 2014 


Additional QuesticMisforthe Record 
ft-. ThiCMtias R. Rieden, M.D., IVIP.H. 

Director, Caters fcH- Disease CcHitrol and Prev«Ttlon 
"Update on the U.S. Public Health Response to the Ebola Outbreak" 
House En»^ and Commerce Committee 
Subcommittee on Os^rsi^ and investigations 
Noventol8,2014 


The Honorable Michael C. Bureess 

1. USAID is reporting a reduction in cases and a slowing in transmission. Simultaneously, the WHO 
has come out and explained that recent declines in cases from certain areas are a result of 
limited reporting activity and do not reflect a reduction in cases. Which is the accurate 
statement? 

Response : The situation is different by country. In Liberia, during November and December, we have 
seen a decrease in new cases. In Guinea and Sierra leone, unfortunately, this has not been the case. 
Reporting is imperfect, and while the capacity to report accurately is improving, it requires complex 
systems to link laboratory results to clinical reporting, and to update initiai case reports with 
information about lab results and outcomes. An increasing number of suspect cases have had 
diagnostic testing done, allowing an improved focus on "confirmed cases" enabling verification in 
reporting, particularly important when many other diseases that can cause illness and death would 
raise suspicion of Ebola. 

2. Can you speak to the flexibility of the American response in West Africa? It has been 
reported that Ebola Treatment Units are opening with much smaller capacities than originally 
planned. Who has decided these smaller numbers are appropriate? 

Response : The choice to reduce the numbers of beds in Ebola Treatment Units (ETU) was made 
jointly by Government of Liberia leadership and partners (United Nations, United States Government, 
others) through the Incident Management System. The lead U.S. Agency that participates In the 
system is USAID, through the U.S. Office of Foreign Disaster Assistance's Disaster Assistance 
Response Team (DART). CDC provided technical advice to DART as the lead for public health and 
medical response within the USG regarding the details of such decisions. 

The Honorable Ben Rav luian 

1. What's happening in West Africa is a tragedy. Recently, the World Health Organization 

announced that this unprecedented Eboia outbreak had claimed the lives of over 5,000 people 
and that more than 14,000 have been infected. Meanwhile, the public health infrastructure in 
these countries, which was already poor, is increasingly strained. The World Bank reports 
this outbreak could cost West Africa $33 l»liion over the next two years. 

Clearly, we have a moral responsibility to address this crisis. But defeating Ebola at its 
source is also vital to ensuring the safety of the American people. The Administration has 
correctly asked for a robust funding package to address this crisis, it is my hope and 
expectation that Congress will act on tNs request quickly. 


1 
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CONTENT ACCURATE AS OF DECEMBER 15, 2014 


However, the current Ebola crisis also demonstrates the importance of robust investments in 
our nation's public health infrastructure and in our research and development institutions. In 
my home state of New Mexico, our National Laboratories have developed genetic sequencing, 
low cc^t rapid pathogen assays, and computer models for tow diseases spread. 

Can you speak to the present and future role the National Labs play in our response to the 
Ebola crisis and similar outbreaks? Do you expect any of the funding in this request to go to 
National Laboratories -either directly or through partnerships? 

Response : In addition to the work of the Biomedical Advanced Research and Development Authority 
(BARDA) work with the Department of Energy (DOE) {see ASPR/HHS response to QFRs), the Centers 
for Disease Control and Prevention (CDC) is working closely with partners at the National institutes of 
Health, the Department of Defense, and the US Agency for International Development (USAID) to 
create a cohesive strategy for building sustainable laboratory capacities in West Africa, particularly 
the hardest hit countries of Guinea, Sierra Leone, and Liberia. As part of this collaboration, CDC and 
the doe's Sandia National Laboratory (SNL) coordinate and leverage expertise and resources to 
respond to laboratory needs In the affected countries. A senior COC medical officer Is assigned as a 
Liaison Officer (LNO) to SNL and supports coordination of activities and projects between the 
institutions. SNL, within the framework of a DoO-CDC-NIH laboratory synchronization collaboration 
for West Africa, is a partner on improving laboratory services through: 

• Deploying DTRA-funded field laboratories to Sierra Leone and Guinea to enhance 
diagnostic capacity. 

• Attempting to minimize the time required for diagnostic testing by modeling sample 
collection and transportation strategies to improve testing turn-around time. 

• Geospatiaiiy analyzing Ebola transmission in a quarantined village. Sierra Leone. 

Finally, in alt three countries, the national laboratory system has to be essentially rebuilt with the 
assistance of partners, including select National laboratories. There are funds requested In the CDCs 
portion of the emergency funding request to address this laboratory capacity building. 


The HonorafaieJan Schakowskv 

I . I want to make sure federal dollars are being used properly to prevent the spread of Ebola. 
Education and training front line hospital staff about how to protect themselves from Ebola 
exposure isvital for nurses and other workers at high risk of workplace exposure to Ebola. 
Protecting workers at risk of exposure will protect the public safety and strengthen the 
confidence of the public. 

HowisCDC involving tfiefederal Occupational Safety and Health Administration in its 
certification or review of hospitals being designated as one of the 50 Ebola treatment centers? 

Response : CDC has worked closely with Occupational Safety and Health Administration (OSHA) 
throughout the Ebola response to share information and collaborate on ongoing activities to help 
ensure that employers and affected industries are accurately following applicable health and safety 
standards, including those in the healthcare settings. Examples of CDC and OSHA collaboration 
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throughout the Ebola Response include: 

• CDC is sharing information with OSHA on how CDC provides technical assistance to prepare 
hospitals to receive Ebola patients via the Rapid Ebola Preparedness (REP) Teams. The REP 
teams are multidisciplinary teams of experts— including infection control practice 
specialists, personal protective equipment specialists, worker safety experts, clinical care 
and diagnostics experts, and experts in laboratory processes— who assess a facility's 
infection control readiness and support them in developing a comprehensive infection 
control plan. OHSA has attended several REP visits with the agreement of hospital and state 
officials. 

• CDC has established a process to share CDC guidance that is in development with OSHA and 
the labor unions for their review and comment. Similarly, OSHA has provided CDC draft 
guidance for review prior to posting. 

• CDC is collaborating with OSHA to co-brand multiple guidance documents that are currently 
in development, Recently, the fact sheet "Safe Handling, Treatment, Transport and Disposal 
of Ebola-Contaminated Waste" was released. This fact sheet was co-branded with OSHA, 
CDCNIOSH,andEPA. 

• CDC also has standing weekly meetings which include representation from OSHA, CDC, CDC 
NIOSH, and labor to update on ongoing Ebola Response activities and to receive feedback 
from the labor unions on issues of concern 

• OSHA has informed COC that they are considering how best to formulate their role and 
function going forward, especially with respect to designation by state officials and listing as 
Ebola Treatment Centers on the CDC website. 


3 
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Attachment 2-Member Requests for the Record 

During the hearing, Members asked you to provide additional information for the record and you 
indicated that you would provide that information. For your convenience, descriptions of the 
requested information are provided below. 

The Honorable Morgan Griffith 

1. During the hearing you acknowledged that the Secretary of HHS is authorized to transfer 
funding from your department to other departments, and when she does so she is required to 
tell you that she has transferred those funds. Has Secretary Burwell transferred funds in 2014 
from the National Center for Emerging and Zoonotic Infectious Disease? 

a. Similarly, has the Secretary transferred money from the CDC's global health 

programs? 

b. Has the Secretary transferred funds from CDC's Public Health Preparedness and 

Response Division? 

c. If funds were transferred from any of the above mentioned divisions, were any of 
them transferred to help support Obamacare? 


d. If funds were transferred from any of the above mentioned divisions, were any of 
them transferred for children and families to care for increasing number of 
unaccompanied children who arrived in the United States? 


e. For alt of the above questions, please provide the origin and destinationof the funds, 
the date the transfers were made, and the amounts that were transferred. 

Response : HHS reallocated resources to support activities that are vital to accomplishing the 
mission of HHS in 2014, Funds were transferred from CDC accounts in April 2014 to the CMS 
Program Management account and the ACF Refugee and Entrant Assistance account, Specifically, 
transfers were made of (1) $0,792 million out of the Emerging and Zoonotic Infectious Disease 
account; {2) $1,056 million out of the Global Health account within HHS; and (3) $3,647 million out 
of the Public Health Preparedness and Response account within HHS. CDC defers to CMS and ACF 
on the uses of funds in their accounts. 

2. How many sit-down, face-to-face meetings have you had with Ron Klain? 

a. Please provide the dates that you met with Mr. Klain and the topic of discussion. 

Response : I would regularly meet with Mr. Klain, as well as talk with him by phone and 
video conference, to discuss the response to the Ebola epidemic in West Africa and cases of 
Ebola and Ebola preparedness in the United States. 
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OWt HUNDRED THiRTEENTH CONGRESS 

Congress of ffic linitcli States 

S)ousc of 3&£t)i-sBrnt<unipS 


COMMITTEE ON ENERGY AND COMMERCE 

2125 R&vsorn HouSfc Of J^ice BuaoiNo 

VVASHiMGTorv', DC 205i5-6115 


December 9, 20f4 


Dr. Nicole Lurie 

Assistant Secretary 

Preparedness and Response 

U.S. Department of Health and Human Services 

200 Independence Avenue, S.W. 

Washington, D.C. 20201 

Dear Dr. Lurie; 

Thank you for appearing before the Subcommittee on Oversight and Investigations on Tuesday, 
November i 8, 20 1 4, to testify at the hearing entitled “Update on the U.S. Public Health Response to the 
Ebola Outbreak." 

Pursuant to the Rules of the Committee on Energy and Commerce, the hearing record remains 
open for ten business days to permit Members to submit additional questions for the record, which are 
attached. The fonnat of your responses to these questions should be as follows: (!) the name of the 
Member whose question you are addressing, (2) the complete text of the question you are addressing in 
bold, and (3) your answer to that question in plain text. 

Also attached are Member requests made during the hearing. The format of your responses to 
these requests should follow the same format as your restwnses to the additional questions for the record. 

To facilitate the priming of the hearing record, please respond to these questions and requests 
with a transmittal letter by the clo.se of business on Tuesday, December 23, 2014. Your responses should 
be mailed to Brittany Havens, Legislative Clerk, Committee on Energy and Commerce, 2125 Rayburn 
House Office Building, Washington, D.C. 20515 and e-mailed in Word formal to 
brittany.havcns@inail.house.gov. 

Thank you again for your time and effort preparing and delivering testimony before the 
Subcommittee. 


Sincerely, 



Subcommittee on Oversight and Investigations 
cc: Diana DeGcfte, Ranking Member, Subcommittee on Oversight and (iivcsf igations 


Attachments 
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Nieoie Lurie, MD, MSPH 
Assistant Secretary of Preparedness and Response 
Update on the U.S. Public Health Response to the Ebola Outbreak 
House Committee Energy & Commerce Subcommittee on 
Oversight & Investigations 
November 18, 2014 
Questions for the Record 


The Honorable Bon Ray Luian; 

Q: Can you speak to the present and future role the National Labs play in our response to 
the Ebola crisis and similar outbreaks? Do you expect any of the funding in this request to 
go to the National Laboratories - cither directly or through partnerships? 

A: The Department of Energy’s (DOE) national laboratories and technology centers participated 
in modeling discussions during the Department of Health and Human Services’ (HHS) response 
to the Ebola epidemic in West Africa. HHS engaged with DOE through tlie Biomedical 
Advanced Deveiopment and Research Authority (BARDA) within the Office of the Assistant 
Secretary for Preparedness and Response (ASPR) to provide computational analytical services 
on several areas related to the Ebola response, such as: 

• determining breaking points for receiving hospitals and controlled degradation of care; 

• assessing the supply chain for in country resiliency; 

• investigating the Impact of Ebola genetic selection on the efficacy of diagnostics, 
tlierapeutics, and vaccines; 

• assessing strategic factors for spillover risk and consider the likelihood of a subsequent 
large Emerging Infectious Disease (EID) outbreak; and, 

• determining the level of surveillance and under reporting. 


Also, within the Department of Health and Human Services, our colleagues at CDC have been 
collaborating with interagency partners to develop a cohesive strategy for building sustainable 
laboratory capacities in West Africa. Specifically, they have been working with the DOE’s 
Sandia National Laboratory (SNL) to coordinate and leverage expertise and resources in response to 
laboratory needs in the affected countries (Please see HHS CDC QER response). 


The Honorable Michael Burgess, .MD: 

Q: During the hearing, you mentioned that we have not declared a national emergency; 
therefore FEMA has not been activated. Alternatively, in coordination with partners 
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across the Federal Government you have been doing “aggressive planning” for the what- 
ifs. Please provide the committee with the details of that planning. 

A: ASPR is the Emergency Support Function (ESF) 8 Coordinator and Primary Agency for 
ESF 8 (Public Health and Medical) of the National Response Framework and for the Health and 
Social Ser\'ices Recovery Support Function of the National Disaster Recovery Framework. 
ASPR provides leadership and support for activities to prepare for, respond to, recover from, and 
mitigate tlie impacts of public health and medical incidents. Planning is one key component that 
supports ASPR’s programs and initiatives. With respect to planning for a possible Ebola Virus 
Disease (EVD) outbreak in the continental United States, ASPR has been involved in numerous 
efforts to make sure the Federal Government is best positioned to respond should such an 
outbreak occur. Specific activities include: 

• In coordination with partners at the Centers for Disease Control and Prevention (CDC), 
drafted the HFIS Support Plan and Communication Plan for a first case of EVD 
diagnosed in the United States. 

• In coordination with partners at the CDC, continue to draft and finalize tlie U.S. 
Government Ebola Virus Disease Plan to provide a framework for an EVD outbreak in 
the United Stales. 

• In coordination with partners at the Department of Defense and the CDC, support a 
Department of State-led initiative to develop standard operating procedures and 
notifications for EVD patient movement. 

• In coordination with CDC and other Federal partners, the Federal Emergency 
Management Agency (FEMA) developed a scalable unified coordination structure to 
include Federal, state, and local authorities, to support a response to a single EVD event 
or multiple EVD events (in multiple states).. 

• In coordination with FEMA and other interagency partners, reviewed the support that 
would be provided to the lead Federal Agency and the resources available in the first 72 
hours of multiple EVD cases. 

• Leading iip to the Afi'ican Leaders Summit in August 20 1 4, ASPR discussed contingency 
planning for the National Capital Region in case one of the delegates from an African 
nation developed symptoms resembling Ebola. The procedures provided for enhanced 
medical surveillance, hospital incident tracking, and epidemiologic investigation. 

• In coordination with partners at the Department of Veterans Affairs (VA), advised on 
plans for VA facilities to screen suspected EVD patients, care for confirmed EVD 
patients, and on interaction between VA and non-VA facilities designated for EVD 
patient use. 

In addition, ASPR has participated in a number of exercises and training events to test planning 
assumptions, identify exi.siing gaps, and strengthen planning efforts as needed. Specific 
activities include: 

• Participated in a SOU'FHCOM table top exercise in Miami, Florida assessing roles and 
responsibilities of the interagency in the event of an EVD event. 

• Participated in a Maryland table top exercise in Baltimore, Maryland assessing roles and 
responsibilities of the local and .state agencies in the event of an EVD event. 
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* Participated in a Federal table top exercise for Domestic Resilience Group at the 
White House assessing roles and responsibilities of the Federal Departments in the event 
of an EVD event. 

• Participating in an interagency Latin American/Caribbean EVD planning effort. 
Reviewing actions to inhibit mass migration, assisting the Depaitment of Homeland 
Security’s Customs and Border Protection to detennine medical screening and processing 
support, and assisting U.S. Coast Guard in determining maritime medical screening and 
treatment guidance for para-professional medical providers. 

BARDA has developed infrastructure crucial for medical countermeasure development and 
response capabilities. This infrastructure includes a NoncJinica! Studies Network, Centers for 
Innovation in Advanced Development and Manufacturing, a Fill Finish Manufacturing Network, 
and a Clinical Studies Network to provide core service assistance to developers of medical 
countermeasures on an everyday basis. Conversely, during a public health emergency like 
Ebola, these resources are then activated for response. BARDA’s modeling capabilities have 
helped measure domestic hospital capacity and forest the impact of the Ebola disease burden 
and vaccination efforts in affected West African countries. Investments made to our medical 
countermeasure infrastructure since 2010 have paid off domestically and globally during the 
current Ebola epidemic by developing, manufacturing, and evaluating Ebola medical 
countermeasure candidates. Furthermore, they have helped better prepare us for future response 
efforts and have provided needed flexibility when dealing with new and prospective challenges. 
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ONE HUNDRED THiRlcENTH CONGRESS 


Coiipcs's' of ti)e States' 

l)o«sf of i\tprfstntatilBrs 

COMMITTEE ON ENERGY AND COMMERCE 
2l25R-“.»- Otr.io BuiLor^fu 

DC 20515-6115 


Lkfceraber 9, 2014 


Rear Adniiraf Boris Lusliniak, M.D. 

Acting Surgeon General 

U.S. Department of Health and Human Services 

200 Independence Avenue, S.W. 

Washington, D.C. 20201 

Dear Dr. Lushniak: 

Thank you for appearing before the Subcommittee on Oversight and Investigations on Tuesday, 
November 18, 2014, to testily at the hearing entitled “Update cm the U.S. Public Health Response to the 
Bbola Outbreak.” 

Pursuant to the Rules of the Committee on Energy and Commerce, the hearing record remains 
open for ten business days to permit Members to submit additional questions for the record, which arc 
atiaciied. Phe format of your re.sponses to these questions should be as follows: ( 1 ) the name of the 
Member whose question you arc addressing, (2) the complete text of the question you arc addressing in 
bold, and (3) your answer to that question in plain text. 

To facilitate the printing of the hearing record, please respond (o these questions with a 
transmittal letter by the dose of business on Tuesday, December 23. 2014. Your responses should be 
mailed to Brittany Havens, Legislative Clerk, Committee on Energy and Commerce, 2 1 25 Raybum 
House Ofllce Building, Washington, D.C. 20515 and e-mailed in Word format to 
brittany.havens@maj!. hou.se. gov. 

Thank you again for your time and effort preparing and delivering testimony before the 
Siibcommiliee. 


Sincerely, 


Tim Murphy ^ vj 


Chairman 

Subcommittee on Oversight and Investigations 


cc: Diana DcGcttc, Ranking Member, Subcommittee on Oversight and Investigations 


Attachment 
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Additional Questions for the Record 
Rear Admiral Boris D. Lushniak, M.D., M.P.H. 

Acting Surgeon General of the United States 
U.S. Department of Health and Human Services 
"Update on the U.S. Public Health Response to the Ebola Outbreak' 
House Energy and Commerce Committee 
Subcommittee on Oversight and Investigations 
November 18,2014 


The Honorable Ben Rav Luian 

I. What's happening in West Africa is a tragedy. Recently, the World Health 

Organization announced that this unprecedented Ebola outbreak had claimed the 
lives of over 5,000 people and that more than 14,000 have been infected. 
Meanwhile, the public health infrastructure in these countries, which was already 
poor, is increasingly strained. The World Bank reports 
this outbreak could cost West Africa S33 billion over the next two yeai^. 

Clearly, w'e have a moral responsibility to address this crisis. But defeating 
Ebola at its source is also vital to ensuring the safety of the American people. 

The Administration has correctly asked for a robust funding package to address 
this crisis. It is my hope and expectation that Congress will act on this request 
quickly. 

However, the current Ebola crisis also demonstrates the importance of robust 
investments in our nation's public health infrastructure and in our research and 
development Institutions. In my home state of New Mexico, our National 
Laboratories have developed genetic sequencing, low cost rapid pathogen assays, 
and computer models for how diseases spread. 

Can you speak to the present and future role the National Labs play in our 
response to the Ebola cri.sis and similar outbreaks? 0o you expect any of the 
funding in this request to go to National Laboratories —either directly or through 
partnerships? 

The Department of Health and Human Services’ Office of the Assistant Secretary for 
Preparedness and Response (ASPR) and its Centers for Disease Control and Prevention 
(CDC) have been working with the Department of Energy’s National Laboratories during 
the Ebola response. For a further description of these efforts, please see ASPR’s and 
CDC’s responses to questions for the record. 



ONE- HUNDRED THSRIEENTH CONGRESS 
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COMMirrEE ON ENERGY AND COMMERCE 
2125 Ravi min H > ,» 0*-n c BuitoiN!? 
VV,sH.N' - A. DC 2C515 6115 


December 9, 20 1 4 


Mr. Ken Isaacs 
Vice President 

Programs and Government Relations 
Samaritan’s Purse 
P.O. Box 3000 
Boone, NC 28607 

Dear Mr. Isaacs; 

’Itiank you for appearing before the Subcommittee on Oversight and Investigations on Tuesday, 
November 1 8, 2014. to testify at the hearing entitled “Update on the U.S. Public Health Response to the 
Ebola Outbreak.” 

Pursuant to the Rules of the Committee on Energy and Commerce, the hearing record remains 
open for ten business days to permit Members to submit additional questions for the record, which are 
attached. The format of your responses to these questions should be as follows: { 1 ) the name of the 
Member whose question you are addressing, (2) the complete text of the question you arc addressing in 
bold, and (3) your answer to that question in plain text. 

Also attached are Member requests made during the hearing. The format of your responses to 
these requests should follow the sante format as your responses to the additional questions for the record. 

To facilitate the printing of the hearing record, please respond to these questions and requests 
with a transmittal tetter by the close of business on Tuesday, December 23. 2014. Your responses should 
be mailed to Brittany Havens, Legislative Clerk, Committee on Energ>' and Commerce, 2125 Rayburn 
House Office Building, Washington, D.C. 205 1 5 and c-mailed in Word fonnat to 
brittany.haven.s@maii.house.gov. 

Thank you again for your time and effort preparing and delivering testimony before the 
Subcommittee. 


Sincerely, 



Chaimian 

Subcommittee on Oversight and Investigations 
cc: Diana OeGeUe, Ranking Member, Subcommittee on Oversight and Investigafioius 


Attachments 
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Ken Isaacs 

Vice President of Programs and Government Relations 

Samaritan's Purse 

Response to Questions for the Record 
Oversight and Investigations Hearing, November 18, 2014 
“Update on the U.S. Public Health Response to the Ebola Outbreak" 

Attachment 1 -Additional Questions for the Record 

Gentlemen, I have taken the Liberty of breaking the first set of questions down and answering 
each below; 

Can you talk about what steps are taking place to ensure that our nation’s 
hospitals and frontline healthcare workers are prepared and have the proper 
resources, Included (ing) adequate protective gear? 

Before the Dallas incident where two nurses became infected while providing care for Thomas 
Duncan while a patient at Texas Health Presbyterian Hospital, our nation’s hospitals and 
healthcare workers were not prepared to provide care In Level 4 disease. I.e., Ebola. CDC has 
since issued a series of Health Alerts Network advisories but I cannot speak as to whether 
these alerts have been disseminated, read, or implemented. The obvious lack, other than the 
apparent lack of proper gear, was that the staff, which I believe to be representative of the 
medical staff In hospitals nationwide, were are not sufficiently trained. 

What do you think we have learned from the cases at Texas Health Presbyterian 
Hospital 

The experience in Dallas at the Texas Health Presbyterian Hospital affirmed our doubts. When 
Mr, Duncan sought care for the severe illness that was overtaking him his case was badly 
mismanaged. As a direct result numerous healthcare workers and members of the community 
were exposed to Ebola virus. The fact that ‘just’ two nurses, of all those potentially exposed, 
became infected speaks of devine Intervention. That two hospital based, intensive care nurses 
became infected bears strong witness to the point that most U.S, based professional healthcare 
staff at the time, were neither properly equipped nor adequately trained to safely care for 
patients with advanced infectious disease. I do not believe that, as of this time, that our 
healthcare system is adequately prepared or trained. 

“Do you believe additional steps are needed to ensure our hospitals and 
healthcare workers are prepared/” 

Every healthcare facility in the U.S. should be equipped to meet the advanced isolation 
requirements necessary to safely house and provide a platform for care of patients that may 
present with advanced illness from highly infectious disease agents. Staffs likewise should 
receive regularly scheduled advanced training in the provision of care for such patients while 
simultaneously receiving hands on training in the donning, providing care while wearing, and 
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doffing of the persona! protective equipment necessary to protect them from exposure to 
infection. 

“Further, can you elaborate further on what resources are yet needed, or where 
we should be focusing our efforts at the United States responds to the Ebola 
outbreak In West Africa? 

United States lacks a dedicated logistics supply line into and out of West Africa. Practically this 
means that the entire relief effort to fight Ebola is contingent on the commercial interest of two 
aviation companies. If for any reason it was in the commercial interest of these companies to 
stop flying to West Africa, then a United Nations air bridge or a potential military air bridge would 
need to be established. Based on our experience with crisis response, and specifically with 
fighting Ebola, we feel it is important and strategic to have a dedicated air bridge to move 
equipment, supplies and personnel in and out of tiie affected area as needed and when needed. 
Secondly, it is essential that responses be nimble and quick in order to stay abreast of the ebbs 
and flows of the disease. This requires mobile response capability to enter newly identified 
areas of infection, isolate and treat the infected, trace and monitor contacts, and accurately and 
quickly test for EVD in suspected cases. 
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ADDENDUM TO QUESTIONS FOR THE RECORD 

Mr. Ken Isaacs 

Vice President, Programs & Government Relations 

Samaritan’s Purse 


The Honorable Tim Murphy 

1. During the hearing there was discussion about whether there is a sufficient level of 
granularity included in the Administration’s supplemental funding request. Are you 
aware of an implementation plan for the administration’s proposal? Please provide the 
committee with specific recommendations that you have regarding the Administration’s 
budget request. 


I am not aware of the implementation plan for the administration’s proposal other than that the 
majority is designated for domestic preparations. 
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December 9, 2014 


Dr. JefTrey P. Gold 
Chancellor 

University ofNebraska Medical Center 
986380 Nebraska Medical Center 
Omaha, NH 68198 

Dear Dr. Gold: 

Thank you for appearing before (he Subcommittee on Oversight and Investigations on Tuesday, 
November 1 8, 2014, to testify at the hearing entitled "Update on Uie U.S. Public Health Response to the 
libola Outbreak.” 

Pursuant to the Rules of the Committee on Energy and Commerce, the hearing record remains 
open for ten business days to permit Members to submit additional questions for the record, which are 
attached. The foniiat of your responses to these questions should be as tbilowsr {!) the name of the 
Member whose question you are addressing, (2) Che complete text of the question you are addre.s.sing in 
bold, and (3) your answer to that question in plain text. 

Also attached are Member requests made during the hearing. The format of your responses to 
these requests should follow the same formal as your responses to the additional questions for the record. 

To facilitate the printing of the hearing record, please respond to these questions and requests 
with a transmittal letter by the close of business on Tuesday, December 23, 2014. Your responses should 
be mailed to Brittany Havens, Legislative Clerk, Committee on Energy and Commerce, 2125 Rayburn 
House Office Building, Washington, D.C. 205 1 5 and e-mailed in Word fornmt to 
brittany.havcns@majl.house.gov. 

Thank you again for your time and effort preparing and delivering testimony before the 
Subcommittee. 


Sincerely, 

Tim Murphy v 

Chairman 

Subcommittee on Oversight and Investigations 


cc; Diana DeGettc, Ranking Member, Subcommittee on 0\'crsiglu and Investigations 


Attachments 
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OFFICE OF THE CHANCELLOR 
Jeffrey P. Gold, M.D., Choncellor 


December 23, 2014 


The Honorable Tim Muipliy 

Chairman Subcommittee on Oversight and Investigations 
Attention: Brittany Havens, Legislative Clerk 
Committee on Energy and Commerce 
2125 Rayburn Building 
Washington, DC 205 1 5 

Dear Congressman Muiphy: 

Thank you again for the opportunity lo testify at the November 18, 2014 hearing on “Update on the U.S, 
Public Health Response to the Ebola Outbreak". 

Below are responses to the foilow-up requests submitted by the Committee members from the hearing. 


The Honorable Michael C. Burgess 

1. In your written testimony, you state that CDC has not provided any money for their upkeep. 
Have you received funding from any other part of the federal government for this maintenance? 

ANSWER- No, the University of Nebraska Medical Center and our hospital partner Nebraska 
Medicine (UNMC/NM) do not have a contract with the CDC or any federal agency to maintain the 
readiness status or upkeep of the Nebraska Biocontainmeut Unit. The upkeep and training costs have 
been funded mostly by UNMC/NM with a small amount of limited funding i’rom the State of Nebraska. 
This has been the case since 2005, when the BCU was opened. 

2. Again in your written testimony you stated the cost ha.s been $1.16 million to treat just two 
Eboia patients, how much of this are yon having to cover out ofpocket? 

ANSWER - At this point, since the University of Nebraska Medical Center/Nebraska Medicine 
has not received payment fram anyone for the treatment of three EUila patients, UNMC/NM has fronted 
the entire expense of the treatment. Two of the Ebola patients treated at UNMC will be handled as 
workman compensation cases and those negotiations have begun, but at this time have not been 
completed. The third patient did not have insurance coverage and will be a self-pay patient. While we 
understand there is private fundraising occuiring to pay for the costs of that care, we anticipate it will not 
raise enough lo cover the costs of care. 

a. How much is being reimbursed by private insumuce? 

ANSWER- As o! Decetnber 15, 2014, UNMC/Nebraska Medicitte has not received payments 
from any third parties or individuals for any of the three patients treated for Ebola. Costs have exceeded 
charge-s. 


986605 Nebrasko Medical Center / Omoho. NE 68 198-6605 
402-559-4200 / FAX: 402-559-4396 / www.unmc.edu 
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b. Does lliis represent iiicklental costa the hospitai has acquired? 

ANSWER - No. Currently each is considered an active open account that has a balance due. 

Please note that these clinical funding matters as well as the educational and preparedness coverage has 
been speciOed in detail in our ret]uests shared with the Department of Health & Human Services, 
Department of Defense and others (appendix A). 


The Honorable Ben Rav Luian 


I . We have a responsibility to ensure tliat our hospitals and our front-line healthcare professional s are 
equipped to safely hamlle a potential Elx>la case. Your testimony indicates that we must not lose Focus on 
addressing the crisis in West Africa or ensuring that our own infrastructure is appropriately prepared. 

Recently, 1 heard from a constituent whose daughter had woriced in a state public health iab 
where she trained iab worker.s on how to properly respond if they found dangerous biohazard threats, such 
as Ebola. 

The daughter told my ofTIcc it was difficult to find protective gear that lit certain body types, 
particularly smaller individuals. And I think we can agree Ill-fitting gear exacerbates the chalieiiges 
associated with conducting activities that, even in properly fitting safety gear, can be difficiiit for those 
with limited experience wearing such gear. 

Further, allcr an Bbola scare at the Christus St. Vincent Regional Medical Center in Santa Fe, the 
hospital’s nurses e.xpressed concerns with the adequacy of their training and preparation. 

Before this incident, the hospital had not held a drill simulating a biological or chemical disa.ster 
or pixwidcd training to emergency staff on using their protective gear since April. 

Can you talk about what steps are taking place to ensure that our nation’s hospitals and 
front-line healthcare workers are prc|>arc(l and have the proper rcsource,s, included adequate 
protective gear? 

ANSWER- The Univei'sity of Nebraska Medical Center (UNMC) firmly advocates that regular 
training and drills mainiain skill proficiencies. Since UNMC7NM opened the Nebraska Biocontainment 
Unit in 2005 the staff of our unit meets monthly to review the status of the unit, review literature and 
research to detemiine if it could improve the Bioeontainineiit Unit and provide updates on protocols the 
unit may implement. Then quarterly, since 2005, the Nebraska Biocontainment Unit cond»cl',s drills that 
involve hospital pereonnel and local Emergency Management Technicians with the area ambulance 
service. The drills have also involvexi County Health Department personnel. State Emergency 
Management personnel, and others. The Ncbra,ska BioconUiinment Unit is planning a drill with the U.S. 
Air Mobility Command headquartered at Scott Air Force Base. 

Shortly after opening the Nebraska Biocontainment Unit in 2005, UNMC developed the “UNMC Hero's" 
website at htt ps://a ppl.tiMm c.eciu /in irsinu/lier oes which has been online and accessible (o any provider. 

As a resiih of the demand for access to UNMC’s protocols due to the Ebola Crisis, UNMC teamed with 
Apple and distributed all the "UNMC HEROES" materials on Apple [Times University, This allowed 
health care providers to easily access UNMC’s openitional protocols and procedures. By teaming with 
Apple iTunes University anyone who registered for the materials receive automatic updates anytime new 
materials arc added, UNMC went one step further and deveio{)ed a site lor (he general public to serve a,s 
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a way to ansvs'er frequently asked questions about Ebola and inform citia^ns of what they could do if 
necessaiy to deal with Ebola. 

The clinicians’ course is available now via the iTunes U app for iPad and iPhone, through this direct link - 
- iittps://iiuncs ii.iliines.ap ple.coin/eiiroli/rDL-HXP-W'lT -- or by searching in iTunes U. The course also 
is available through Moudle at h»|r.//phtc.unmc.edu/nKK><He for viewing on a desktop, laptop or other 
mobile devices. There is no cost to receive or access the training materials and protocols. 

The course for the genera! public is available at untnc.edu/ebola. through the iTunes Store, atid the iTunes 
University app for those with iPads or iPhones. Much of the information in the course also is presented in 
Spanish. 

As one of the leading institutions in the nation on readiness and preparedness in training for and 
responding to highly infectious diseases UKMC, at the invitation of CDC. has been providing training 
courses for hospitals that are among the proposed future treatment centers. This past week UNMC held 
training for a dozen leading national children’s hospitals, helping to prepare for pediatric care. UNMC has 
suggested that, as a leader in highly infccliou.s disease, we continue teaming with the federal government 
to deliver the training to our nation’s hospitals. One of the reasons UNMC was able to disseminate our 
training and protocols quickly and begin providing training to other institutions is our philosophy that our 
training helps minimize the risk of dealing with highly infectious diseases. UNMC believes that is how 
other institutions should be traine<l so they are also ready when the crisis occurs. UNMC and Emory 
University have already been collaborating svith the CDC on the curriculum for a training course. As a 
fii-sl step, UNMC and Emory ex|jerl.s have been invited to participate in CDC site visits to poieiUiat new 
Ebola treatment centers. 

UNMC also advocates strongly the creation an independent national accreditation/certification program to 
help en-sure that Itospitals that receive the training maintain their skill levels in the future so that the nation 
is not caught otT-guard by the next threat from a highly infectious disease. An accreditation program will 
also help ensure that the money spent on the training now is truly useful in the future. 


What do you think we have learned from the cases at Texas Health Presbyterian Hospital? Do you 
believe ndditionai steps are needed to ensure our hospitals and healthcare works bit prepared? 

ANSWER" Yes, additional steps are needed to ensure preparedness. It is more important than 
ever (hat vve implement a national training and accreditation program in readiness to respond to highly 
infectious diseases. Higiily infectious disea.ses arc dangerou.s and we must make sure that the proposed 
new trealment hospitals, the referral hospitals and the community hospitals are each trained to the level of 
the ri,sk they may deal with. The nation’s hospitals have been asking UNMC and Fhnory, as the leading 
providers, for that training, Wc recommend the lederal government consider naming UNMC and Emoiy 
as the lead training and treatment centers ofe.xcellencc to work with the fetleral agencies to deliver the 
national training program. 

UNMC strongly advocates that an independent uccreditation/certinealion program be establi.shed to 
ensure that the e,\pen.se spent on developing the skill levels and constructing units at the fuUire additional 
treainionl centers are maintained and ready when the ne.xt infectious disease threat occurs. 
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Further, csui you elaborate further on what resources are yet needed, or where we should be 
focusing our efforts as the United States responds to the Ebola outbreak in West Africa? 

ANSWER- While the hospitals in the United States must be trained and there needs to be an 
accreditation/certification to ensure the readiness level is maintained, it is extremely impotlanl that the 
U.S. do ail it can to stop the spread of the disease in Africa. The international effort is a vita! component. 
Also extremely important is the need to develop better and faster diagnostic tests for conRnning highly 
infectious disease infections, UNMC and others are working on improved diagnostics. Last, but not 
lca.st, the development ofa vaccine and the associated clinical trials are of extreme importance as well. 

Please note, that the biocontainment clinical funding matters as well as the edticalional and preparedness 
coverage has been specified in detail in our requests shared with the Department of Health & Human 
Services, Department of Defense ami others (apjKndix A). 


The HoBora ble Tim Murobv 

1. You mentioned during the hearing that you don't believe a sufficient level of granularity has 
been included in the Administration's supplemental funding request. Are you aware of an 
Implementation plan for the administration's proposal? Please provide the committee with specific 
recommendations that you have regarding the Administration's budget request. 

ANSWER - We have been in regular discussion with olTicials at HHS and CDC. We understand 
that, as required by the legislation, they are currently preparing a detailed spend plan to be submitted 
within the next 30 days that will provide more details. 

Sugge.stions we have mentioned and hope would be considered in the areas of training, patient care and 
reimbursement and facility design. 

UNMC is both a leading authority in imining and treatment in highly infectious diseases. Institutions 
from across the nation are contacting those of us who have treated patients and are active operational 
biocontaimnent units to help them prepare or deal with situations occutring in their areas of the country. 
CDC is working with UNMC and Emory to develop the training curriculum. We would hope the 
agencies would identify UNMC and Einory as the lead training and treaiinenl centers to deliver the 
tmlning to the nation’s hospitals. As the leading providers, we have the hands on experience, and with the 
collaboration developed with HHS, ASPR and CDC we believe it would be most valuable for us to be the 
lead training institiitioas. 

facility design is important. It is important that the funds that will be made available to help iivstitutions 
construct a facility match type of risk they may face. As part of the national training, it is important that 
facility design included as part of preparedness and planning to help ensure the facility operates safely for 
the patients, health professionals and safely for the environment. 

To ensure long-term pi-eparedness UNMC recommends establishing a national training facility to help 
ensure that there t.s an ongoing commitment to preparedness ajid readiness against either naturally 
occurring highly infectious diseases or a weaponi^ed virus. UNMC suggests the establishnieat of a 
national Center of Excellence for BioPreparedness and Health Security tasked with providing ongoing 
continuing education and readiness training for hospitals; a highly Infectious disease treatment center 
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capable of handling a surge of patients; and a research wing focused on developing medical 
countermeasures for civilian and military use is needed. 

On the area of patient reimbursement, we have had initial discussions with I II IS regarding what might be 
potential methods to reimburse treatment centers for unreimbursed costs associated with treating patients 
with Bbola and other highly infectious diseases. U is important that HUS work directly with the 
institutions that are experiencing this serious issue. 

Please note, that the hiocontainment clinical funding matters as well as the educational and preparedness 
coverage has been specified in detail in our requests shared with the Department of Health & Human 
Services, Department of Defense and others (appendix A). 
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APPENDIX A 

The University of Nebraska Medical Center-Nebraska Medicine 

(UNMC/NM) 


Establishment of a 

National Center of Excellence for BioPreparedness and Health 

Security 


Request #1 - Designation as a Center of Excellence or National Center for Training in 
BioPreparedness and Health Security 

UNMC will seek to be recognized by HHS as a national center of excellence for training, 
treatment and research in highly infectious diseases, such as Ebola virus. (JNMC was one of the 
only medical centers in the nation, other than Emory University, that was actually ready to 
respond and successfully handle highly infectious patients. 

UNMC immediately became a national resource in treatment protocols and providing treatment 
consultations to New York Bellevue Hospital as well as an information bank resource to 
hundreds of hospitals seeking advice on everything from screening to training to construction 
requirements. UNMC is the leading institution in preparing for and safely responding to highly 
infectious disease threats. 

- UNMC is globally recognized as the “gold standard” as the place to be treated and trained 
in highly infectious disease preparation and education. 

UNMC clinical Inter-professional team of experts has coordinated with CDC and Emory 
to create the curriculum for facilities. 

UNMC has a large cohort of prestigious hospitals and leadership teams that is already 
requesting to come to UNMC for BCU training. 

UNMC is currently training health care facility leaders and health care professionals 
across the country. The feedback from the institutions has affirmed the critical nature of this 
type of educational program. 

UNMC has well established clinical simulation environments to facilitate high quality 
efficient training of teams for Ebola and other hazardous infectious agents. 

UNMC has developed in conjunction with Apple Computer and Emory a widely used set 
of web/mobile tools in the area of Biocontainment preparation and management using state of 
the art references and ciinica! experience. 

As part of the nationa! designation, UNMC would also seek federal assistance to build a facility 
to help the nation’s federal agencies and hospital providers maintain their knowledge, skills and 
readiness level in the future. We would create an independent accreditation program with the 
CDC to ensure proficiency skill levels are maintained, expand our current research in 
countermeasures to highly infectiou,s diseases and include a pennanent training facility so the 
nation is fully prepared for naturally occurring and weaponized infectious outbreaks in the 
future. 
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The items listed below will all be enhanced and optimally coordinated through the designation of 
a National Center of Excellence. 


Request #2 - National Training ant! Site Assessment 

UNMC will seek from HHS/CDC ongoing sustaining funds for training and performance 
assessment of the UNMC Biocontainment Unit and as well, for other CDC designated hospitals, 
clinics and health care professionals. The UNMC BCU has maintained a state of readiness for 
the past decade and will hopefully continue to do so. 

In so doing, we will establish an Inteiprofessional Educational Program for health profession 
students, residents and fellows to insure a core of the future generation of formally educated and 
ongoing preparedness group of professionals and site leaders. 

While UTMMC currently has a limited initial contract with CDC to support ongoing outside 
educational activity, UNMC will seek and need a sustaining contract to maintain our expertise 
and to provide the training to hospitals and health care professionals across the nation. 


Request #3 - Construction Funds to Immediately Expand the Current UNMC 
Biocontainment Unit 

Early in this crisis, HHS Sec. Burwell asked how and what UNMC needed to expand the 
Biocontainment Unit to care for ten or more Ebola patients. The site selection and planning for 
this has been completed pending the approval and funding commitment. 

UNMC will seek construction funds from HUS to start that expansion. The legislation provided 
funds for construction at the proposed future treatment centers. At this point, we do not know 
what process the HHS may make those funds available, but regardless, UNMC will ask that our 
project be among the first applications approved. UNMC already has the blueprints and space 
identified. UNMC is the largest current Biocontainment Unit in the nation and a well trained 
workforce prepared to deal with the full spectrum of hazardous infections agents. Therefore, it 
would be most efficient for us to increase the number of beds quickly. 


Request #4 -Clinical Care Reimbursement for Costs of Patient Care in the UNMC 
Biocontainment Unit and in Consultative BCD Settings 

Payment for use of facilities and professional services for the patients that wu have cared for and 
for those that may follow consistent with our costs of providing those services both within our 
BCU and when consultative facility and professional services are requested for patient care at 
other institutions. 


Request #5 - The Miiitarv Components of Preparedness and Biocontainment 

Fiach of the interlocking requests described above also applies fully to the unique current and 
future needs of the U.S. military. As a Department of Defense (DoD) authorized University 
Affiliated Research Center (UARC) that specializes in biological threats and medical 
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countermeasures for the Department of Defense, UNMC intends to seek a “Readiness 
Agreement” with the DoD to provide training for military units and to provide treatment for 
military personnel who contract a highly infectious disease. 

The DoD officials have already indicated that they intend to send U.S. troops who are exposed or 
who become infected during deployment to the existing US facilities that have successfully 
treated civilians which would be either UNMC, Emory or NIH. The DoD is also developing 
mobile contaimnent systems to be able to transport four or more infected military patients 
together if necessary. Cun'entiy the only facility in the US that has any chance of handling four 
Ebola patients at one time is UNMC, Under that scenario, it is even more important that UNMC 
be authorized and funded to expand our current Biocontainment Unit as soon as possible. 
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December 9, 2014 


Dr. David Lakey 
Commissioner 

Texas Department of State Health Services 
P.O. Box 149347 
Austin, Texas 78714-9347 

Dear Dr. Lakey: 

Thank you for appearing before tlie Subcommittee on Oversight and Investigations on Tuesday, 
November 18, 2014, to testify at the Itearing entitled ’‘Update on the U.S. Public Health Response to the 
Ebola Outbreak.” 

Pursuant to the Rules of the Committee on Energy and Commerce, the hearing record remains 
open for ten business days to permit Metnbers to submit additional que.slions for the record, which are 
attached. The format of your responses to these questions should be as follows: (1) the name of the 
Member whose question you are addressing, (2) the complete text of the question you are addressing in 
bold, and (3) your answer to that question in plain text. 

Also attached are Member requests made during the hearing. The format of your response.^ to 
these requests should follow the same formal as your responses to the additional questions for the record. 

To facilitate the printing of the hearing record, please respond to these questions and requests 
with a iransntitlal letter by the close of business on Tuesday, December 23, 2014. Your responses should 
be mailed to Brittany Havens, Legislative Clerk, Committee on Energy and Commerce, 2125 Raybum 
House Office Building. Washington, D.C. 20515 and c-mailed in Word format to 
brittany.havens@mail.house.gov. 

Thank you again for your time and effcm preparing and delivering testimony before the 
Subcommittee. 


Sincerely. 

Chairman ^ 

Subcommittee on Oversight and Investigations 

cc; Diana DeOette, Ranking Member, Subcommittee on Oversight and hn estigatiuns 


Attachments 
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TEXAS DEPARTMENT OF STATE HEALTH SERVICES 


P.O. Boj 149347 
Austin. Texas 78714-9347 
1-888-963-7111 

DAVID L. LAKEY, M.D. TTY: 1-800-735-2989 

CC^MISSIONER www.dshs.stafe.tx.us 

December 19, 2014 


The Honorable Tim Murphy 
Chairman 

Subcommitt^ on Oversight and Investigations 
Congress of the United States 
Committee on Energy and Commerce 
2125 Rayburn House Office Building 
Washington, DC 20515-6115 

Dear Congressman Muiphy: 

Thank you for the opportunity to respond to the questions from the members of the 
Subcommittee on Oversight and Investigations subsequent to my November 18, 2014, testimony 
on the ebola outbreak in Dallas, Texas. 

Attached you will find the questions and my responses in the format requested. Please let me 
know if you, or an y of the other members have a ny additional questions. I may be reached at 


Sincerely, 



David L. Lakey, M.D. 
Commissioner 


An Equal Employment Opportunity Employer and Provider 
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Dr. David Lakey 
Commissioner 

Texas Department of State Health Services 
December 17, 2014 

U.S. House Committee on Energy and Commerce 
Update on the U.S. Public Health Response to the Ebola Outbreak 


The Honorable Michael C. Burgess 


Can you discuss the impact on the local public health capacity, in terms of man power and 
resources, tracking these cases of Ebola have had in North Texas? 

a. Back in October the cost was placed at $1 million to the state, has it increased since then? 

b. Is this including the cost to Texas Health Resource? 

Commissioner David L. Lakey. M.D. - response to the Honorable Michael C. Burgess : 

Throughout the Ebola response in North Texas, public health capacity was supplemented by state 
and federal man power and resources. This surge capacity is critical to public health and 
emergency response in the state. While this was manageable, public health capacity in North 
Texas could have become an issue if more Ebola cases had been diagnosed in the area. 
Additionally, if another large-scale emergency response effort had been required, capacity for a 
two-front or statewide response would likely have been challenging, 

a. The cost to the state has remained close to $1 million. 

b. This does not include cost to Texas Health Resources, or other hospitals that provided care 
for Ebola patients. 

The Honorable Ben Ray Lujan 

We have a responsibility to ensure that our hospitals and our front-line healthcare professionals 
are equipped to safely handle a potential Ebola case. Your testimony indicates that we must not 
lose focus on addressing the crisis in West Africa or ensuring that our own infrastructure is 
appropriately prepared. 

Recently, I heard from a constituent whose daughter had worked in a state public health job 
where she trained lab workers on how to properly respond if they found dangerous biohazard 
threats, such as Ebola. 

The daughter told my office it was difficult to find protective gear that fit certain body types, 
particularly smaller individuals. And 1 think we can agree ill-fitting gear exacerbates the 
challenges associated with conducting activities that, even in properly fitting safety gear, can be 
difficult for those with limited experience wearing such gear. 

Further, after an Ebola scare at the Christus St. Vincent Regional Medical Center in Santa Fe, the 
hospital's nurses expressed concerns with the adequacy of their training and preparation. 
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Before this incident, the hospital had not held a drill simulating a biological or chemical disaster 
or provided training to emergency staff on using their protective gear since April. 

Can you talk about what steps are taking place to ensure that our nation's hospitals and frontline 
healthcare workers are prepared and have the proper resources, included adequate protective 
gear? What do you think we have learned from the cases at Texas Health Presbyterian Hospital? 
Do you believe additional steps are needed to ensure our hospitals and healthcare works are 
prepared? 

Further, can you elaborate fitrther on what resources are yet needed, or where we should be 
focusing our efforts as the United States responds to the Ebola outbreak in West Africa? 

Commissioner David L. Lakey, M.D. - response to the Honorable Ben Ray Lujan : 

In Texas, the work to ensure our nation’s hospitals and frontline healthcare workers are prepared 
and have the proper resources has already begun. The Texas Department of State Health 
Services (DSHS) has issued guidance for health care workers, emergency responders, and 
facilities through a website dedicated to Ebola, www.texasebola.org . 

DSHS is also conducting an assessment of facilities and Emergency Medical Services (EMS) 
providers to determine Texas’ capacity to handle Ebola or other high consequence infectious 
disease in the future. This effort is in line with the Centers for Disease Control and Prevention’s 
(CDC’s) three-tier approach to Ebola hospitals. The results of this assessment will inform 
further efforts to ensure facilities and front line workers are trained and equipped for future 
events. 

Finally, the Texas Task Force on Infectious Disease and Response created by Governor Rick 
Perry has issued its report with recommendations related to infectious disease response in Texas. 
The Texas Legislature and state agencies are currently assessing the report, and other analyses of 
public health preparedness in Texas to determine what improvements can be made to the current 
system. The Task Force’s report is available at: www.govenior.state.tx.us/news/press- 
release/2037S/ . 

The Honorable Tim Murphy 

During the hearing there was discussion about whether there is a sufficient level of granularity 
included in the Administration's supplemental funding request. Are you aware of an 
implementation plan for the administration's proposal? Please provide the committee with 
specific recommendations that you have regarding the Administration's budget request. 

Commissioner David L. Lakey. M.D. - response to the Honorable Tim Murphy 

At this point, DSHS is not aware of an implementation plan regarding the Ebola funding that will 
be distributed to the states. Federal entities should engage state health officials as methods of 
distribution and goals for those funds are determined. Additionally, funding should focus on 
high consequence infectious disease, rather than only Ebola. Funding should focus on a 
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sustained plan for ensuring public health preparedness and capacity; public health preparedness 
depends on a predictable infrastructure of expertise, equipment, and manpower that can flexibly 
surge in a wide variety of emergency incidents. 
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